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FOREWORD 


“Areawide Planning of Facilities for Long-Term Treatment and Care” 
is the report of a Joint Committee of the American Hospital Association and 
the Public Health Service. This committee was established as a result of the 
growing realization of the serious deficiencies in facilities and services for tlxe 
care of long-term patients, and tlie necessity for sound planning to meet exist- 
ing and anticipated needs in a manner consonant with the best traditions of 
health care in this country. 

The committee was appointed and held its first meeting in July 1961 . 
Its charge was to establish principles and make recommendations for use by 
communities in developing adequate plans for meeting tlie needs of long-tenn 
patients. The committee was asked to consider the extent of needs for services ; 
the current availability and adequacy of facilities and services; the types and 
organization of facilities necessary to provide adequate treatment, care, and 
rehabilitation; and tlte action required to attain these goals. 

This report demonstrates the effectiveness with which the committee 
fulfilled its charge. Its publication provides sound guidelines for areawide 
planning of facilities for long-teim care. The application of tlie principles 
and recommendations will do much to assure the future development of a 
balanced program to meet the health needs of all tire people in the Nation. 
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Edwin L, Crosby, M.D. Director 
American Hospital Association 
and 

Luther L. Terry, M.D., Surgeon General 
Public Plealth Service 

Gentlemen: 

This report presents the conclusions and recommendations of the Joint Committee on 
Areawide Planning of Facilities for Long-Teim Treatment and Care. The document 
culminates a year of study and deliberation on the multitude of problems yet to be resolved 
in the area of long-term illness. It is submitted in the hope that it will be useful in 
stimulating needed community action for meeting growing demands for additional and 
improved facilities and services for care of the long-term patient. 

Recommendations in this report reflect the consensus of committee members, each 
of whom has been directly involved over the years in activities aimed at improving the lot 
of the long-term patient. Based on this cumulated experience, as well as on the investiga- 
tions of staff representatives of the two sponsoring groups, the committee has developed 
specific planning principles and guidelines for community action. 

Reports of two earlier committees (the Surgeon General’s Ad Hoc Committee on 
Planning for Mental Health Facilities and the Joint AHA-PHS Committee on Area wide 
Planning for Hospitals and Related Health Facilities) served as a springboard for delibera- 
tions by this group. From the outset, this committee found itself in agreement with the two 
earlier committees in the underlying philosophy that: 

The concepts of cooperation and coordination are essential to the planning 
process — cooperation by both the providers and users of health facilities and 
services, and coordination of all the health resources appropriate to the various 
phases of an areawide plan and program. 

As noted in the report of the areavvide planning committee, **Areawide Planning for 
Plospitals and Related Plealth Facilities/’ such planning can best be carried out by authori- 
tative local planning agencies comprising both community leaders and those skilled in 
providing medical care and related services. Since many of the services needed by the 
long-term patient arc similar to those required by other types of patients, it is important 
that the entire spectrum of health facilities be considered during the planning process, 

This report does not attempt to offer a simple solution to the many pressing and 
perplexing problems of long-term patient care. The committee hopes, however, that the 
proposed principles and guidelines will lead us one step further toward better planning of 
facilities and services for the increasing number of persons in our population— particularly 
those in the middle and later years — who are afflicted with long-term illness. 


January 1963, 
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Ray E, Brown, Chamnan, 
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Chapter I 

Summary and Recommendations 


Thb oiutioal shortage of adequate and well- 
coordinated facilities and services for long-term 
treatment and care has emerged as one of the 
major health problems of the present decade. 
Factors contributing to this growing problem 
include: 

1. The increasing prevalence of chronic 
disabilities and long-term and degenerative 
diseases in all age groups, which is accentuated 
by the growing number of the elderly in our 
population, with their greater proneness to 
olironic illness, higher incidence of multiple 
impairments, and greater severity of disability. 

2, The failure of commimity planning and 
organization for health care to keep pace with 


the changing needs of our population. Al- 
though a wide variety of new services and 
agencies have emerged, few attempts have been 
made to develop comprehensive patterns of 
treatment and care witliin coordinated commu- 
nity health pi'ograms. 

3, Tile growing obsolescence of our exist- 
ing facilities and programs, emphasized by the 
recent advances in medical science, whioli now 
make possible now and more effective ap- 
proaches to the treatment, care, and rehabilita- 
tion of long-term patients. 

If the increasing demands for more 
appropriate long-term facilities and seiwices 
are to be met, coordinated nreawide planning is 
essential. 


Committee Objectives 


Imt developino the present report, the commit- 
tee established tlireo primary objectives: 

1. To describe and evaluate current pat- 
terns of use of long-term care facilities. 

2. To outline an organized approach 
through which needed facilities and services 
can be provided. 


3. To develop guidelines for use by na- 
tional, State and local groups in planning 
for long-term care facilities and in promot- 
ing coordination of health facilities and 
services. 

Throughout the study, emphasis was 
placed upon the specific needs of tlie patient as 
the primaiy focus of interest in planning for 
both facilities and services. 


Planning Goals 

The FUNDAMENTAii goal of planning for long- comprehensive and coordinated pattern of serv- 
term patient care is the development of a ices to meet the many and varied needs of 

I 



cilitate inaximum utilization of resoiu'c 


ciironifiilly ill and disabled individuals. In 
tenus of facility planning, acliievement of this 
goal involves: 

1. Providing for a sufficient number of 
high quality facilities with a full range of 
needed services. 

2. Promoting flexibility of design to fa- 


3. Integrating these facilities into a co 
prehensive pattern of services, 

4. Developing cooperative arraiigemen 
to promote high quality of care and opi 
mum efficiency and economy in use of coi 
munity resources. 


Patient Needs 


PArneCTis have a wide variety of 
chronic illnesses and disabilities, Wliile their 
priniarj’ needs for service are not fundamen- 
f ally dilTeivnt from those of acutely ill patiente, 
the distiuctive characteristics of long-^tenn Ul- 
ne-s require tlmt the long-term patient be 
viewed not only as an immediate medical prob- 
lem but ns ft total pei^son ■whose long-range 
needs for i-ervice^ extend beyond direct medical 
and nulling caj’e. 

In general, the needs of long-term patients 
nm j lie grouped into the following categories : 

h Preventive services, iiidudbig botli pri- 
mary and sccondazy prevention. 

2 . Patient management, involving medical 
and ftoeial evaluation and treatment and the 


provision of nursing, sup]:) or Live, poraonal, an 
protectivo care, 

3 . Restorative services. 

The organization of services -within a spo 
cifio commiuiity will depend upon tho ext out o 
need and the availability of resources. Sorv 
ices may be provided on a specialized basis 
separate facilities or in combinations of sovcral 
types of seiwices in a more gGnernlizocl facility. 
The complex of facilities and services iiecossary 
to meet the needs of tlie long-teiTO patient in- 
clude nursing homes or units providing skilled 
nursing services, facilities for custodial and 
sheltered care, outpatient clinics, and organized 
liome care programs, as well as the diagnostic 
and intensive treatment services of an aouio 
general hospital 


^.XRvrras FOR long-term patients are currently 
provided m a wide variety of facilities, includ- 

1^101*%'“ hospitals, insti- 

Mit? and an increasing number of rehabili- 

re departments of 

restorative medicine. Tj,e growing demand for 
service to pa tients who do not 4 .ire "^0 
ciahred ^.ervices of a hospital hiTs resu ted fn 

ra 


Current Resources 


nursing earo to personal services and sholtorod 
care. 

For those long-term patients who would not 
nee extended institutional care if services oufc- 
81 e t re hospital were available, homo care 
services of some type Imve been established in 
niany areas. However, only a few cominnnitie.s 
lave eve oped the type of coordinated homo 
re pro^ams— charactorked by central ad- 
ministration and coordination of medical, niira- 

services-that might im- 
prove utilization of existing resources. 



Current Deficiencies 


Facilities and mookaims for tliG long-term 
patient have, for the most part, developed in 
an nncoordinaled fashion, primarily in 
response to demands for specific types of serv- 
ice* As a result, most facilities are presently 
organized to provide only limited services. 

Lack of adequate controls over program- 
ing and construction has peinnittod the over- 
building of certain types of facilities, with 
consequent duplication of services and uneco- 
nomic oi^eration. Inadequate licensure stand- 
ards and enforcement procedures, and the 
continued utili2^atxon by welfare agencies of sub- 

Emerging 

Acoeptance of tiieik expanding role in the 
field of chronic illness has stimulated a iium- 
bor of general hospitals to organize chronic 
care units and to develop and administer 
coordinated home care programs. Services nec- 
essary for more comprehensive programs of 
care are being added by the more progressive 
hospitals, nursing homes, and homes for the 
aged. Some facilities for the aged are being 
designed to provide the multiple services 
needed for the chronically ill. 


standard facilities, have further contributed to 
the problem. 

Orderly plans are needed for financing the 
construction and operation of facilities and for 
paying for services. The development or 
extension of third-party payment systems to 
provide adequate payment for long-tem serv- 
ices is essential. 

Improved stalling standards, better utili- 
zation of available personnel, and better per- 
sonnel policies are necessaiy if the present pat- 
terns of service are to be upgraded. 

Patterns 

In some communities, day or night care 
facilities have been developed, particularly for 
the mentally ill but also for other chronic 
patients, to provide a transition between the 
hospital and community life. Other note- 
worthy developments include the increasing 
recognition of the benefits to long-term patients 
of restorative treatment, and the resulting in- 
creased emphasis placed by hospitals and other 
medical care facilities on programs of restora- 
tive therapy as well as preventive services. 


Principles for Areawide Planning 


The VAniETT or services required for an effec- 
tive program of treatment and care, and the 
impact of long-term bods on the need for acute 
beds, demand that programing of facilities for 
the chronically ill and aged bo closely related 
to other planning efforts in the commimity 
service area. Responsibility for planning for 
long-term facilities should be vested in an area- 
wide planning agency broadly representative of 
and in close contact with community interests 
and organizations concerned with the problems 
of health care.^ 


Members of the governing board of the 
planning agency should be drawn from the top 
echelon of community leadership. While the 
majority of the membership should not be en- 
gaged full time in health or hospital work, it is 
essential that representatives of the health field 
be included on the governing body, or as 
members of advisory committees, to give teclmi- 


* For a more Uetailecl (liBcuagion of tho organization^ 
recommended eomposltlon and responsibility of an 
areawide planning agency, see Arecmide Plannhig for 
Bospitals and Belated Ilealth Facilities, (Item 10 in 
appendix 0, Selected Bibliography.) 
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cal guidance. The planning group should liavo 
the endorsement of the State Hill-Burton 
agency, and it should have sufficient authority 
to develop a plan and to report directly to the 
community. The progi’am of such an agency 
should hiclude plans to meet the needs for all 
types of health care facilities, with due regard 
for their relationships to each other. 

The agency should be a continuing organi- 
zation which will work toward developing 
community support, including financial, for its 
ongoing activities and, finally, it should recog- 
nize its responsibility for the implementation 
of the programs developed. 

To aid areawide planning groups in plan- 
ning and programing long-term care facilities, 
basic principles were developed which, in 
general, may be considered in terms of scope of 
planning, cooperative relationships, and opti- 
mum use of facilities and staff. 

Scope of 'Planning 

Principles relating to the scope of planning 
reflect the need for a wide gamut of facilities 
and programs, including preventive treatment 
and rehabilitative services for the long-term 
patient. Home care and community health 
programs, as well as services provided by hospi- 
tals and other types of facilities, are among the 
planning aspects considered in the principles 
which follow : 

Planning should include the entire com- 
plex of facilities and services for the long- 
term patient. 

The concept of preventive and restorative 
care should be incorporated in all long-term 
treatment programs. 

Home care services should be an integral 
part of areawide planning for facilities and 
services. 

Programs for supervision and mainte- 
nance of health of persons residing in homes 
or housing for the aged are essential ele- 
ments of areawide planning for long-term 
care. 


Community programs for early detection, 
treatment, and rehabilitation of persons 
with mental illness should be an integral 
part of areawide planning programs. 

The need for tuberculosis facilities and 
programs should be considered as part of 
planning for long-term care. 

Cooperative 'Relationships 

The importance of developing cooperative 
worldng relationships among facilities and pro- 
grams is emphasized by the following prin- 
ciples, which relate to such matters as formal 
agreements between institutions, continuity of 
care, accessibility of facilities, and proper 
patient placement: 

The general hospital and its organized 
medical staff should accept responsibility 
for providing long-term treatment and care, 
either through the construction or alloca- 
tion of its own facilities or through relation- 
ships with one or more established facilities. 

Facilities and services for long-term care 
should be coordinated through formal agree- 
ments. 

Facilities should be organized to promote 
continuity of patient care. 

Physical transfer of long-term patients 
should be minimized. 

Facilities for long-term care should be so 
located that the services of an organized 
medical staff are readily accessible. 

Optimum Use of Facilities and Staff 

Important corollaries to optimum use of 
facilities and staff are high quality of care and 
efficient operation. Thus, the following prin- 
ciples may be considered in this oategoiy : 

Existing community resources should be 
utilized at maximum efficiency. 

Patient placement should be in accord- 
ance with need for service. 
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Higher quality of care should be promoted 
through the development of programs of 
education and training. 

Planning for long-term care facilities and 
services should be based on patient needs 
rather than on the availability of funds. 

Programs of research and continuing re- 
valuation should be established as guides for 
continuing development of the planning 
process. 

Other Principles 

The remaining principles relate to a wide 
range of subjects, such as the need for data col- 
lection, responsibility for planning, improve- 
ment of licensure standards, and a more equi- 
table distribution of community funds to long- 
term care facilities. They include: 


Planning for long-term care facilities 
should be based on detailed knowledge of 
the population group to be served and its 
needs for various tj^es of services. 

Planning of facilities both for short-term 
acute and for long-term treatment and care 
should be undertaken by the same areawide 
planning agency. 

The areawide planning agency should en- 
courage the adoption and use of standards 
for construction, maintenance, and opera- 
tion, as advocated by recognized national 
authorities. 

Fund-raising groups should be encouraged 
to make a more equitable distribution of 
their funds to long-term care facilities and 
services. 


Overcoming Obstacles 


Potential obstacles to the acliievemcnt of de- 
sirable areawide planning goals must be iden- 
tified and evaluated so that appropriate actions 
can be initiated to minimize or offset their in- 
fluence. Areas of concern include; 

1. Limited availability of financing 
either for capital construction or for costs of 
operation. Existing sources of funds for cap- 
ital construction, both public and private, 
should bo investigated and appropriate action 
taken to develop new or improved patterns of 
financing. 

Revenue for operating long-term care fa- 
cilities is derived primarily from direct patient 
payments and from tax funds. Increased ap- 
propriation from government sources at all lev- 
els for welfare and public assistance programs 
is necessaiy if desirable levels of service are to 
be attained. 

2. Lack of adequately trained personnel. 
Shortages of qualified personnel are particu- 


larly pronounced in the long-term care field. 
Need exists for improved personnel policies and 
programs, including active recruitment pro- 
grams, better workmg conditions, higher per- 
sonnel standards, and inservice programs aimed 
at more effective utilization of available 
personnel. 

3. Organizational, administrative, and 
regulatory problems. Existing patterns of 
organization and administration of facilities 
and programs, involving diversified sponsor- 
ship and fragmentation of responsibility for 
patient care, may impede the development of 
desirable, well-coordinated programs of patient 
services. Similarly, inadequate licensure re- 
quirements and the acceptance of low standards 
of performance may present problems which 
must be resolved before desired program objec- 
tives can be attained. Development of close col- 
laborative relationships with other planning 
groups and with the State Hill-Burton agency 
will help to prevent conflict in purpose and 
wasteful duplication of effort. 
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4. Existing social, cultural, and profes- 
sional attitudes toward long-term care. 
Public support of long-teim care programs re- 
flects public attitudes toward the problems of 
chronic illness and disability. In some areas, 
long-term facilities and programs have been 
developed on a cultural, religious, or other 
group basis, with consequent variations in the 
nature and quality of the services being pro- 


vided. Extensive community education pro- 
grams are needed to develop an awareness of 
these problems and to stimulate wider appre- 
ciation of the service needs of this population, 
group. Physicians and hospital administrators, 
in particular, should be encouraged to assume 
major roles in planning and organizing long- 
term services. 


Developing and Implementing 
THE Areawide Plan 


The ADEQTTACr of a proposed progi’am for long- 
term patient care will depend upon the degree 
to which sound procedures of planning and 
implementation are followed. Essential aspects 
of the planning process include; 

Recognition of the existence of an area- 
wide problem. 

Organization of an areawide planning 
agency. 

Data gathering and analysis. 

Identification of planning objectives. 
Establishment of standards and criteria. 

Stimxilation of individual organizations 
and agencies to self-evaluation and plan- 
ning. 

Review of planning proposals and phasing 
of programs. 

Periodic followup and revaluation of 
planning determinations and the resulting 
programs. 


Proposals for Action 

Conclusions derived from detailed analyse 
of data and review of problem situations wil 
provide a basis for developing a plan and pro 
posa s for action, Planning i-ecommendatiom 
should be based on realistic standards anc 
criteria relating both to suitability of physical 


structui’6 and efficient provision of seiwieos. 
Professional review committees should be estab- 
lished to review and advise on policy and plan- 
ning determinations. 

Involvement of Related 
Organizations and Agencies 

Each institution and agency in the area 
concerned with problems of long-term care 
should be encouraged to study the findings and 
proposals of the areawide planning agency, to 
define its specific community role, and to de- 
velop individual programs and plans. Local 
community hospitals in particular should bo 
urged to assume a major role in the proposed 
pattern of long-term services. Efforts should 
be made to enlist the cooperation of local physi- 
cians and local health and welfare organiza- 
tions, and to develop cooperative relationships 
with State Hill-Burton, mental health, voca- 
tional rehabilitation, and tuberculosis control 
programs. 


Review of Proposed Action Programs 

, ^yoposals for construction or development 
of facilities should be reviewed in accordance 
with established criteria. Projects not conform- 
ing to program objectives should be dis- 
couraged. Acceptable proposals should be 


6 



endorsed tlu'ougli fonnal approval action and 
public announcement. Wiierever indicated, 
projected facilities and services should be 
phased on the basis of immediate and long- 
range community needs. 

Followup and Revaluation 

The planning agency’s responsibility in- 
cludes active assistance to sponsors of new con- 
struction through continued consultation, as- 
sistance in fund raising, and stimulation of pub- 
lic support. In addition, continuing support 


should be given to publicity and odiioatiou pro- 
grams, to efforts for improving licensure stand- 
ards, and to develojimg more adequate State 
and local financing of services to long-term 
patients. 

Planning should bo a continuous and dy- 
namic process. Procedures should bo estab- 
lished for periodic revaluation of areawido 
needs, of existing plans, and of programs in 
operation. As now situations develop, current 
plans must be modified to meet changed needs 
or to develop more appropriate patterns of 
patient care. 
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Chapter 11 

Long-Term Patients and Their Needs 


LoNQ-TERit PATIENTS include individuals who, 
because of their physical or mental con- 
dition, require medical, nursing, or supportive 
health care for a prolonged period of time. 
Among those needing such cate ai-e patients re- 
quirmg extended periods of convalescence or 
treatment as a result of severe illness or injury. 
These conditions are not confined to any specific 
age group. Although dironic diseases occur 
more frequently in middle-aged and older per- 
sons, the importance of the problem of chronic 
illness or disability among children and young 
adults is being increasingly recognized. 

Many chronic diseases are characterized 
by spontaneous exacerbations and remissions. 
In older patients, the long-range outlook is more 
likely to be one of gradual diminution of func- 
tion. Although this process can be modified by 
proper treatment, the chamcteristic of func- 
tional loss distinguislies the elderly patient from 
the young person in whom one can more fre- 
quently anticipate restoration of normal or 
near-nonnal function. Wlule, in general, the 
prognosis for younger persons is more hopeful, 
there are certain important exceptions: (1) 
chronic progi'essive neurological disorders, such 
as multiple sclerosis, which characteristically 
occur in young people; (2) irreversible con- 
genital defect s, such as cerebral palsy; or (3) 
certain severe injuries, sucli as those of the 
sijinal cord, which result in irreversible damage. 

Despite the wide variation in the causes of 
chronic illness and disability, and in the age 
group affected, there is one common denomina- 
tor: the need for care over a prolonged period 
of time. The amount and Icinds of services re- 
quired for the chronically ill, and even for the 
same individual over a period of time, may 
vary widely, depending upon: (1) the nature 
and intensity of the illness oi’ disabling condi- 


tion ; (2) the patient’s potential for restoration 
of function; (3) the availability of lecbniquea 
for treating the particular condition; (4.) the 
probability of spontaneous exacerbations and 
remissions characteristic of the particular con- 
dition or related to the patient’s response to 
treatment, and (6) the patient’s reaction to ill- 
ness and disability. 

The medical needs of long-term patients 
are not fundamentally different from those of 
patients with acute shorL-tenn illness or injury. 
The major difference lies in the duration and 
variability of the care needs and the greater 
probability of an ultimately reduced level of 
functioning. 

In general, both the acutely ill and the long- 
term patient require similar primaiy services, 
even though these services may bo utilized in 
differing amounts and frequency, and oven with 
different objectives. 

Both groups of patients need medical ex- 
amination, evaluation, diagnosis, and definitive 
treatment as well as access to facilities in which 
these complex services can be provided. Ade- 
quate provision of these services may require 
the involvement of several or all of the follow- 
ing: family physicians; specialists in such fields 
as internal medicine, surgery, pediatrics, anes- 
thesiology, radiology, pathology, physiatry, and 
psychiatry; and a variety of paramedical per- 
sonnel such as nurses, dietitians, physical 
therapists, occupational therapists, and social 
workers. 

The difference between the needs of 
patients with acute self-limiting illness and 
those with a chronic condition or di,sabi]ity be- 
gins to emerge in the postacute phase of illness, 
after the immediate objective of establishing 
diagnosis and instituting definitive therapy has 
been met. The acutely ill patient can usually 
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look forward to a brief convalescence and early 
return to hia normal way of living. The pa- 
tient with a chronic condition requires continu- 
ing medical supervision and guidance. This 
may involve a therapeutic regime, such as the 
physical therapy which assists a stroke patient 
to acliieve maximum restoration of function, 
or may bo limited to assistance with such basic 
needs of daily living as adequate diet, safe 
shelter, and personal hygiene. 

In any event, the impact of his illness is 
likely to interfere with the patient’s normal liv- 
ing pattern for an indefinite period of time, 
often for the remainder of his life. Because of 
the frequent need for multiple services, a coord- 
inating medianism is essential, not only for care 
in the hospital but also for care outside the 
hospi tal. Particularly in those instances where 
effective function is nob seriously limited by the 
clironio condition, the availability of these sei*v- 
ices, on a coordinated basis, would enable many 
patients to maintain themselves either through 
their own efforts or with the assistance of fam- 
ily or friends. 

To illustrate the broad range of problems 
faced by the chronically ill or disabled, several 
hypothetical “case histories” are presented. 
Those exemplify the needs for coordinated sonr- 
ices by different types of long-term patients, in- 
cluding: a young patient with a serious injiuy 
which appears to be only partially romodiable; 
a young or middle-aged patient with an inter- 
mittent but progressive disease; and an elderly 
couple able to manage in their own home until 
injury strude one and disrupted both their lives. 
Two of the cases are examples of long-term 
patients who started their treatment during an 
acute episode. 

Cfuse I 

Linda S., an 18-year-old high school senior, 
was in good healtli until injured in an auto acci- 
dent which resulted in a vertebral fracture with 
spinal cord injui’y in the upper thoracic region. 
She was treated at the local general hospital, 
but it was evident after surgical exploration of 
the spinal fracture and several weeks’ observa- 


tion a 2 id treatment that she would be unlikely to 
regain any voluntaiy control of her lower ex- 
tremities, bladder, or bowels. 

She has been transferred to a rehabilita- 
tion facility where the outlook is for a period of 
many months of highly specialized treatment to 
enable her to acliieve maximum adaptation to 
her limitations. She will require use of a wheel 
chair and braces for the remainder of her life. 
Emotional adjustment and vocational training 
and placement will be of high importance, and 
continued access to expert medical supervision 
will bo essential because of residual conditions 
such as the orthopedic and urinary problems. 

The length of time spent in the rehabilita- 
tion center will depend to a considerable extent 
on her home situation, the availability of trans- 
portation to and from the center as an outpa- 
tient, the availability of financial resources for 
continued care and retraining, and the ability 
and willingness of her local physician and fam- 
ily to accept responsibility for an extensive pro- 
gram of treatment. 

Case // 

Mr. L, is a IB-year-old machinist. About 
16 years ago, ho had an episode of wealeness of 
both legs for which he was hospitalized for di- 
agnostic studies. As his hands were imaffeoted, 
he was off the job only a short time. During 
the past 10 years he has been out of work almost 
half of the time, with repeated episodes of 
wealeness, paralysis, numbness, and tremors, 
affecting one or more of his limbs. Ho has had 
three hospital admissions for periods varying 
from five days to two weelrs, and since the last 
admission, ho has been confined to a wheelchair 
because of almost complete paralysis of his legs. 

Three months ago. because of repeated epi- 
sodes of painful cramps in his legs and increas- 
ing loss of bladder control, his wife sought to 
have him admitted to a hospital. However, his 
doctor said that the hospital could do nothing 
for him and advised admission to a nursing 
home. After six weeks in a nursing homo, Mr. 
L. was anxious to return home; with part-time 
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liolp, Ml’S, L. lias managed Ms care, and lias 
even noted some improvement. 

Unfortunately, the nature of Mr. L.’s dis- 
ease, multiple sclerosis, is such that the outlook 
is for increasingly severe and prolonged epi- 
sodes, with cumulative disability and ever 
greater care requirements. In the absence of a 
good homo care program, early admission to 
institutional care may be required, despite Mrs. 
L.'s efforts to care for her husband at home. 


Case III 

Mr. and Mrs. K., aged 75 and 73, respec- 
tively, have Jived in a second-floor walkup 
apartment for many years. Both are “in good 
health for their age,” although Mi\ K. has dia- 
betes, first diagnosed at ago 70, and requires a 
small dose of insulin daily, 

Mrs. K. tripped on a scatter rug and fell, 
fracturing the neck of her left femur. She 
was taken to the nearby medical center for 
immediate treatment on the orthopedic sendee, 
including surgical pinning of the fracture. 

Medical examination during the hospital 
stay revealed a considerable degi’ce of general- 
ized arteriosclerosis with limited cardiac re- 
serve, fairly severe degenerative arthritis of 
her fingers and wrists, and hypochromic anemia 
believed to bo of nntritionfil origin. 

After 2 weeks on the orthopedic service, 
Mrs. K, s wound was healed, the fracture was in 
good position, and she was up in a wheelchair 
daily and beginning to use a walker. However, 
inactivity had caused stiffening of finger and 
wrist joints and physical therapy was needed 
before slie could manipulate any type of aid to 
walking. Medical evaluation of her cardiac 
condition and anemia had been completed and 
treatment started. The orthopedic service was 
ready and anxious to discharge her as a bed 
patient. However, since the hospital had no 
long-term care unit, she remained on the ortho- 
pedic service for an additional 4 weeks until a 
bed u.as available m a nursing home providing 
the typo of continuation care required 

home, 

Mrs. K. was doing a little walking irith the 
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walker witliout bearing ivoiglit on her injuidd 
limb. She still requires physical therapy for 
her injmy and occupational therapy to main- 
tain. function in hor hands, She also requires 
medical and dietary .supervision. Sfiocial trans- 
portation is required to bring her to the hospi- 
tal outpatient dopai’trnent for orthopedic and 
X-ray followup. In the absence of assistanco 
in housekeeping and personal caro at homo, she 
will need institutional caro for several months, 
but may later retui'n home if a gi’ound floor 
apartment can bo found in a convenient loca- 
tion. 

Meanwhile, with Mrs. K. in the hospilnl, 
Mr. K. had neglected his diet and insulin. A 
neighbor found him obviously confusocl and 
disoriented. Fortunately, Mr. IC. carried a 
diabetic card including the name of his tlooLor, 
so the police phoned tlio doctor’s offleo and wero 
advised to take him to the hospital. 

With a few days of adequate diet and in- 
sulin, Mr. K.’s confusion cleared, and aflnr a 
week of hospital care he was ready Cor dis- 
charge. To nianago at homo without his ■wiCe, 
however, he would have required homo nursing 
visits (daily, at least initially, to check urine 
and to supervise the administering o’f insulin), 
homemalcer service or Meals on Whools, iind 
periodic transportation to his doctor’s ofilco. 
Since these services wero unavailable, the only 
alternative was a nursing home whore his 
physical needs could be cared for. Ho soon lost 
inter^t in his surroundings, however, and began 
to fail rapidly, both physically and montally. 

By the time Mrs, K. is able to go homo, her 
husband will probably require more care than 
she can provide, so he is likely to bo in an insti- 
tution for the remainder of his life, unless, 
through coordinated planning, the needed treat- 
ment and services can be brought to him in his 
home. 


The preceding case histories emphasize tho 
urgent need for ( 1 ) comprehensive, coordinated 
community services, and (2) planning for long- 
rm care facilities. More subtly, they confirm 
he present Jack of certain seiwices, or proper 
qua ity of services, to give the care needed by 
these patients. 



Bot>veen the linos of these case illustra- 
tions cun bo read unclorlying need for health 
education, counseling, adequate diagnostic and 
preventive medical care, roiiromcnt prepara- 
tion, housing, homemaker service, central re- 
ferral sei^icos and financial provision for such 
services. Snch services, had they been avail- 


able, could have prevented or minimized cer- 
tain conditions described in the foregoing case 
stories. To alleviate such human suffering and 
prevent or postpone institutionalization, idun- 
ning of facilities for long-term care must in- 
clude exhaustive exploration of all community 
services presently available, and assure their 
availability in the fiitnre. 


Range op Needed Services 


Tjiu ttsttaixy insidious onset of long-term ill- 
nesa, the ox ton clod period of incapacity, the 
need for contiimod medical supervision, and the 
probability of residual disability undorscoro the 
fact that the long-term patient needs a wide 
range of organized services which extend be- 
yond direct medical and nursing care. Por a 
speoilic individual, tlicso needs may arise in 
couibinatioii or in sequence, with considerable 
variation according to the complexity and in- 
tensity of the disabling condition, 

'L'he needs of the chronically ill vary from 
patient to iiatient and, for any one patient, 
change from time to time. The frequency and 
rapidity of change is unpi-cdictablo; tlio need 
for intensive care, for example, may aviso sud- 
denly, and may last for varying periods of 
time— bricsf, intorinittent, or prolonged. The 
variation and unpredictability of need have 
signifuiani, implications for the method of or- 
ganizing and coordinating the wide range of 
necdctl services. 

Another significant variafion affecting 
service needs is tlio extent to which patients can 
assume responsibility for their own care, and 
the extent of parlicipation that can bo oxpoefed 
from family members. Adequate nndorf5tand- 
ing of the treatment program and its objectives 
by the patient and his family, achieved through 
a planned educational program, is essential to 
onsiii'o their cooperation and participation. 
The teaching function may bo the primary re- 
sponsibility of one jirofossional individual, such 
aa the public health nurse, but is also inherent 
in the responsibilities of each member of tlie 
hoalth team in his relationship with the patient 
and his family. 


The services needed by long-term patients 
may bo grouped into tlie following classifica- 
tions: 

Preifentive Scyoices 

Primary Prevention , — Primary preventive 
measures are as important for the ill as the well. 
Because of the lowered pliysical resources of 
the chronically ill and aged, siiscoptibilily to 
other illnesses is increased. For oxainplo, 
recurrent attacks of rheumatic fever inorcuso 
susceptibility to rheumatic heart disease; pro- 
phylactic ti'oatmont with antibiotics is an os- 
sonlial primary preventive measure. Another 
example of primary prevention for persona al- 
ready ill or disabled is accident proven Lion. 
Beennso of impaired fimcllon, sncli individuals 
are more accident prone than well individuals. 
Primary preventive measures for arthritic or 
stroke patients and amputees who have didl- 
cnlty in ambulation include good lighting in 
the home or the institution and the installa- 
tion of safely devices snch as grab bars. 

Seoondary Prevention . — Early detection of 
chronic diseases is of pT'irae importance in pre- 
venting further clolerioration and comiilica- 
tions. While this type of prevention is most 
frequently considered in connection with 
screening ]>rograms for aiiparently well indi- 
viduals, it is equally important that there bo 
close observation of the individual who is al- 
ready ill. 

The long-term patient should bo thorough- 
ly re-examined at regular intervals, not only to 
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determine the status of the known ohronio ill- 
ness but also to detect any new condition in its 
incipient state when remedial action may be 
taken. The stroke patient, for example, may 
hare incipient diabetes, glaucoma, or perni- 
cious anemia whicli could be detected while he 
is under intensive care for the known disabling 
condition. 

Patient Management 

Medical and Social Diagnosis^ Emlmation^ 
and Treatment Plan. — Care and treatment of 
the long-term patient should be based on a full 
diagnostic evaluation, so that the therapeutic 
program can be geared to the patient^s total 
medical and social situation. This is partic- 
ularly tine of the elderly patient, because of the 
probabilty of mutiple chronic conditions and 
their influence on each other. An important 
part of tliis evaluation is the determination of 
the strengths or wealenesses of the family struc- 
ture and of family attitudes toward the patient 
and his illness. 

Prevention of Disability. — Patient man- 
agement should include measures during the 
early acute phase of chronic illness, to minimize, 
delay, or even prevent secondary disabilities. 
Such preventive measures as proper positioning 
in bed, prescribed exercises, and early ambula- 
tion are important aspects of care during the 
early phase of many chronic conditions, and 
may, mider appropriate circumstances, be car- 
ried out by family members imder the direction 
and supervision of professional personnel. 

The chronically ill patient may suffer from 
many unnecessary complications because of hav- 
ing been immobilized following the clinical 
onset of disease. Improper or prolonged im- 
mobilization may lead to atrophy of muscles, 
contractures, stiffness and soreness of joints, 
incontinence, and bedsores. The resulting loss 
of function may be permanent, or the patient 
may require prolonged treatment to restore the 
damaged fmiction. 

Nv/rsing^ Supportive^ Personal^ and Pro- 
tective Many individuals with long-term 
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illness or disability reach a relatively stable pla- 
teau during which their needs may be only for 
supportive services, under medical direction, 
to maintain the achieved stability. This may 
involve continuation of the simple measures de- 
scribed above, as well as assistance in walking, 
getting in and out of bed, bathing, help with 
dressing or feeding, special diets, and siipoi*- 
vision to assure that the pationt^s activities are 
sustained but do not exceed his abilities. Other 
patients will need nursing services tliat can be 
provided safely only by professional nurses or 
under their direct supervision. These needs 
may inohido full bed baths, enemas, irrigations, 
catheterizations, application of dressings or 
bandages, administration of medications (in- 
cluding parenteral injections), and other 
prescribed treatments requiring skill in admin- 
istration. Another group of patients will need 
only shelter care — housing, food service, laun- 
dry, and occasional help with personal and 
legal affairs. For such individuals, a pro- 
tected environment is the primary need. 

Restorative Services 

Services planned to minimize the degree of 
disability and to maintain or restore the individ- 
ual to the highest attainable level of function 
are essential elements of an effective program 
of long-term care. Full use of these services, 
even when available, is too often neglected 
because of negative attitudes of professional 
personnel toward elderly persons who cannot 
hope to achieve full restoration of function or 
to attain vocational goals. Achievement of self- 
sufficiency in the activities of daily living, 
though a limited objective, may spell the dif- 
ference between a reasonably independent ex- 
istence at home and helpless dependency in an 
institution. 

A significant amount of needed services can 
be provided through a relatively simple and in- 
expensive program of restorative medicine. 
Many disabled persons, however, will need tlio 
complex medical restorative services, the social 
and vocational assessment, and the retraining 
programs of a rehabilitation center. 


Essential Elements 
OP AN Adequate Pattern of Services 


LoNa-TERM OARB scwicGS are currently being 
provided in a variety of ways, ranging from a 
munber of separate, specialized facilities and 
programs -with little or no interrelationship to 
the comprehensive medical care center with the 
full range of services under one centralized ad- 
ministration. An adequate program of long- 
term care demands the coordination of facilities 
and services, not only to achieve continuity of 
care but also to prevent the several components 
from remaining static because of isolation. The 
types of facilities and programs needed for an 
adequate pattern of services include: 

« A modern general hospital with a 
broad philosophy of service. In addition to 
essential medical and nursing specialties and 
services, there should be adequate facilities and 
personnel for rehabilitation, including such 
services as physical therapy, occupational ther- 
apy, social casework, and recreation. The pri- 
mary function of such a hospital is to provide 
appropriate facilities for definitive diagnosis 
and/or treatment. Patients with complicated 
conditions beyond the range of the resources 
that can be efficiently provided within the area 
should bo roXorred to those few specialized cen- 
ters in the country equipped to meet their needs. 
Patients requiring less extensive services should 
bo eared for in a facility geared to their needs, 
or in their own homos. 

• A long-term care institution or unit 
providing skilled nursing service for con- 
valescent or chronically ill and infirm pa- 
tients who no longer require the intensive 
medical procedures of the hospital but who 
still require skilled nursing under medical 
supervision. To assure ready availability of 
medical care and medical supervision, tliis fa- 
cility should he a part of or closely affiliated 
with a general hospital. To the extent feasible, 
this type of facility should include a program 
of restorative services designed to develop and/ 
or maintain maximum patient capability. As 
a minimum, services should be sufficient to main- 


tain function even for patients with very limited 
potential. 

• Facilities providing a protected en- 
vironment and personal care to individuals 
who do not require acute medical care, but 
who, because of mental or physical disability 
or handicap, need extensive assistance in 
meeting their daily needs. Skilled nursing 
services may be needed from time to time by 
some of these patients. The medical care pro- 
gram should be under the direction, of a physi- 
cian, and there should be a close working re- 
lationship with a nearby general hospital. 

® Facilities providing shelter care for 
those individuals with relatively minor 
chronic involvement or infirmity who, pri- 
marily because of social or economic consid- 
erations, are unable to maintain themselves 
in the community. Wliile basic emphasis is 
on food, lodging, and personal needs, some su- 
peiwision and personal assistance are required 
in the activities of daily living. Medical super- 
vision and periodic medical evaluation may be 
provided either in the facility or through ar- 
rangement with outpatient services of nearby 
hospitals, or with home care programs. 

• Programs of home care for the chron- 
ically ill and disabled who do not require the 
specialized resources of a hospital or the con- 
stant care and supervision of an institutional 
program. With varying degrees of medical 
and nursing care, along with social, recre- 
ational, and housekeeping services, these pa- 
tients can be maintained in their own homes. 
Program emphasis will depend upon the nature 
and degree of illness or handicap and the avail- 
ability of outpatient services. The services 
needed by jjatients in their homes may range 
from simple liomemakmg services and home 
aids to relatively close medical and nursing 
supervision and care. 

• Outpatient services tor diagnosis and 
treatment of ambulatory patients who are 
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able to travel from their homes to a treat' 
ment facility. These services should be a part 
of or closely afEliatecl with a general hospital 
and sliould bo coordinated with appropriate 
programs of social service and home care de- 
signed to maintain the individual in his own 
homo as long as medically and socially feasible. 

The appropriate stay in any of these set- 
tings should be determined solely on the basis 
of tlie patients’ need for service. Proper pa- 
tient referral requires a comprehensive evalu- 
ation of the individuals medical, economic, and 
social circumstances, including the extent to 
which the family is able to meet the patient’s 
needs and the availabilit}^ and quality of seiT- 
ices. Eecommendations for placement, follow- 
ing the acute phase of illness, sliould reflect a 
team assessment of the patient as a whole, in- 
volving the combined judgments of a physician, 
staff or visiting nurse, rehabilitation specialist, 
therapist, and social caseworker. 

The need for preventive and maintenance 
services underlies all aspects of an effective 
long-terai care program. Eesponsibility for 
care of the long-tenn patient includes an obli- 
gation to provide for early diagnosis and 
prompt, comprehensi's^e treatment of the whole 
patient to prevent or postpone deterioration 


and complications which may p)roduco or ag- 
gravate disability.^ 

Inherent in the concept of early diagnosis 
and treatment is the need for coutiniung med- 
ical supervision; periodical physical, func- 
tional, and social assessment of the incUvidiial; 
early provision of appropriate therapies; and 
established procedures for easy referral. For 
patients already under medical supervision, 
primary responsibility for prevention of onset 
or aggravation of illness or disability resU with 
the attending physician. Additional resources, 
both for carrying out prescribed programs of 
therapy and care and for new caselinding, in- 
clude: hospital outpatient departments and 
organized clinics; ofllcos of private practition- 
ers; casework programs; and counseling and 
referral services. 

Needed services should bo readily acces- 
sible to all patients, though not necessarily 
within the same institution. The concept of 
availability of services in acoordanco with 
recognized patient needs requires that exist- 
ing and proposed facilities bo closely coordi- 
nated within an areawide pattern of service. 

^ Commission on Chronic Illness. Ohronio Xllneas in 
the United Siutost Vol. 2, “Care or the Long-term Pa- 
tient” p. 423. (Item 1 In appendix 0, Seloetcd 
Bibliography.) 
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Chapter III 

Current Resources and Emerging Trends 


CumiENT PATJisRNS of caro and treatment of the 
long-term patient encompass a wide variety of 
j’csources. These include both institutional and 
out-of-institutional programs and services. 
While some basic services and facilities for long- 
term care are available in most communities, 
wide variations exist in the quality and quan- 
tity of the services provided. For the most 
part, the nature and availability of services de- 
pend upon community recognition of needs and 
the extent of financial support. 

Changing concepts of treatment and care 
of the long-term patient emphasize the need, in 


many areas, for a moi*6 effectivo arrangement 
of services and the development of new pro- 
grams of pi'ovention, treatment, and rehabilita- 
tion. Emerging patterns of treatment and care 
are, to a greater extent, cominuiiily oriented and 
show an increased recognition of the expand- 
ing role of the general hospital in the treatment 
of the chronically ill and disabled. Although 
more and more medical centers are broadening 
the scope of their services, new concepts of 
organization and use of community resources 
are urgently needed. 


Existing Institutional Facilities and Services 


Instiixitional oahh of long-term patients in- 
volves, to some degree, the entire complex of 
hospilals and related health facilities. More 
specifically, facilities for long-term care ineludo 
chronic disease units of general hospitals, 
chronic disease hospitals, nui’sing homes, homos 
for the aged, mental and tubcrculo.sis hospitals, 
and rehabilitation facilities. (See appendix D, 
Glo.sRary of Terms, !>. 80.) While precise 
Itnowledge of the extent to which long-term caiM) 
is being provided nationally is lacking, data 
currently available by geographic areas indicate 
that there are wide variations in tho quality and 
quantity of long-term caTO facilities. 

General Hospitals 

Most general hospitals do not provide 
specialized acconunodations and services for the 
chronically ill. However, National Health Sur- 


vey data indicate that during 1058-60 more 
than ono-fourth of tho total liospital days for 
patients discharged fi*om sliort-torm general 
hospitals represented stays exceeding one 
month. (See table 7, appendix A.) 

In the absence of an organized treatment 
program for long-term patients, their special 
needs are likely to go unmet in an institution 
with services geared iirimarily to care for tho 
acutely ill. As a result of the rapid growth of 
this segment of tho hospital population and of 
advances in medical teclmiques, an increasing 
number of general hospitals have established 
.specialized units for tho treatment of tho 
chronically ill. Some have developed nursing 
homo facilities for extended care as a com- 
ponent of tho hospital’s total service. These de- 
velopments stem partly from recognition of tho 
advantages to chronic patients of a planned 
program wiUi ready access to organized medical 
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services and from an awareness of the economic 
advantages of specialized treatment units, 
Additional impetus lias resulted from the 
greater availability of financial assistance from 
Federal and other sources for the constniction 
of such units. 

Chronic Disease Hospitals 

Specialized hospitals for the treatment of 
chronic illness have long been accepted as a 
part of the pattern of long-term care. In addi- 
tion to providing an organized medical staff and 
the definitive diagnostic and treatment proce- 
dures otherwise avaOable only in the general 
liospital, these facilities offer continuing care 
and such additional services as physical and 
occupational therapy, social services, and rec- 
reational activities. 

ifany institutions designated as chronic 
disease hospitals have evolved, by addition of 
needed services over the years, from facilities 
originally intended for nursing and personal 
care. The resulting variation among facilities, 
in terms of the availability and nature of serv- 
ices, and differences in terminology give rise to 
problems in classification. However, data col- 
lected by the American Hospital Association in- 
dicate that, in 1961, there were 821 long-term 
general and special hospitals in Uiis country 
providing approximately 71,000 beds. (See 
table 6, appendix A.) Increasing interest in 
developing services for long-term patients has 
resulted in efforts to define the unique functions 
of the specialized hospital and the nursing 
home, as well as the appropriate relationships 
which should be developed between general hos- 
pitals and other facilities for long-term care. 

Nursing Homes and Homes 
for the Aged 

^ During the past three decades, long-term 
facilities, called nursing homes, convalescent 
homes, homes for the aged, boarding care homes 
for aged persons, county homes, and the like. 


have become a significant pai't of the complex 
of medical care resources available for the long- 
term patient. As a result of historical dovoIoiJ- 
naent and common usage, those terms frequently 
connote type of ownership radier than the 
nature of the services provided. Some of these 
facilities provide only roona and board with a 
minimum of sui^portive services, wlulo olhova 
offer comprehensive services, including niodioal 
and skilled nursing care, rehabilitatioji, dental 
care, and social oaseworlc and group-work serv- 
ices. All of these facilities, however, are char- 
acterized by the fact that they predominantly 
serve aged persons and, to a varying oxlont, 
meet the social as well ns medical needs of the 
residents or patients, CiUTontly, only a small 
proportion of these facilities are affdiatod with 
general hospitals. 

An inventory of nursing homes and related 
types of facilities, conducted in 1D61 by the 
Public Health Sorvico,' shows a national total 
of about 28,000 homos with 692,800 beds, of 
which 9,700 homes with 338,700 beds i^rovido 
skilled nursing care, (See table 8, appendix 
A.) Although nearly 9 out of 10 (87 percent) 
of the homes offering skilled nursing caro are 
owned by proprietary interests, these homes 
provide only about 7 out of 10 of the beds. 

Mental and Tuberculosis Hospitals 

Institutions for long-term care of patients 
with mental illness, mental retardation, or 
tubei'culosis have, for the most part, cleveloiocd 
as independent, geographically isolated facili- 
ties, primarily under State or local govoi'n- 
mental auspices. Changing concepts of diag- 
nosis, treatment, and cai'e of mental patients, 
particularly of the older person with comidi- 
cated medical conditions, have stimulated olTorts 
to revaluate the responsibility of State and local 
government for providing needed facilities and 

‘U.S. Department of Health, Bducatlon, and Wel- 
fare, Public Health Service, JtPW Inv&ntory of Ifttrslnp 
ffmuss and Related FaoUitiea, Division of Hospital and 
Medical ITaciUties. (In process.) 
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LS a corollary, present concepts of utiliza- 
mental hospitals are being reexamined, 
ing emphasis is being placed upon re- 
f selected mental patients to the cona- 
5 'Nvlxere needed care may be provided in 
appropriate setting such as specialized 
> lialtway houses, day centers, 

LOSpitalSj or in a homo envii^onment. 
e decline during the past decade in the 
of tuberculosis hospital beds in this 
^ may be ascribed principally to the ad- 
new chemotherapeutic teolmiqiies and 
sequent reduction in need for extended 
ional care. Resulting low occupancy 
ive caused closure of a number of facili- 
Lth complete or partial conversion of 
to care for other types of patients, 
Liborciilosis facilities have been converted 
ling homes and, in fewer instances, to 
chronic or mental hospitals or county 
ries. 


Rehabilitation Centers 

The number of rehabilitation centers pro- 
viding facilities and services for the restoration 
and retraining of the physically and mentally 
disabled has grown raiiidly since World War II, 
These facilities are being used increasingly for 
the chronically ill, both for the restoration of 
function and the prevention and control of dis- 
ability. Hill-Burton State plans show that 
some 200 rehabilitation centers provide compre- 
hensive, coordinated services — medical, psy- 
chological, social, and vocational — for the long- 
term or permanently disabled. Of these, about 
170 provide services for imiltiplo disabilities 
while the remainder are organized to treat only 
a single disability. These centers usually servo 
a large geographic area, and a majority of those 
providing extensive rehabilitation programs are 
located in or adjacent to the larger cities, A 
significant number of these centers are integral 
parte of large general hospitals. 


Patient Care in the Home 


injAryni services should be an integi*al 
E the areawide planning agency’s pro- 
Doponding on the patient’s needs, these 
i may range Irom the single service of 
; care under medical supervision to a 
X netwoi'lc of coordinated services con- 
with the total medical, nursing, restora- 
id psychological needs of the patient, 
tential value of these services is deraon- 
by the following: 

nt studies of community need show 
ost of the chronically ill aged live in 
wn homes and receive either no health 
s or totally inadequate care. 

yses of general hospital utilization 
hat from 20 to 30 percent of the ex- 
-stay patients have been retained be- 
if social rather than medical reasons. 

eys of nursing homes show that many 
.s do not need the continuous nursing 


services of the facility and could be ade- 
quately cared for in a home setting else- 
where if some type of nursing and related 
care were available. 

Though care of the sick at homo by the 
physician was the original basis of medical 
practice, a new dimension has been added in 
recent years. To utilize current knowledge in 
the treatment of long-term patients— whether 
in tlie home or in the hospital — the physician 
rarely serves as a self-sullicient entity. Today 
ho frequently needs the help of such paramed- 
ical personnel as nurses, physical, occupational 
and speech therapists, nutritionists, and social 
workers. Adequate pi*ovision of these health- 
related services in the home requires that essen- 
tial resources be developed within the commu- 
nity and that physicians become better oriented 
to working with these specialists in a homo 
setting. 
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Coordinated Home Care Programs 

In some coramunifciea, plans to provide com- 
preliensive care to patients in the home are 
evolving. These programs, directed at coordi- 
nation of home care services, are charactei’ized 
by central admijiistration and coordination of 
planning, evaluation, and followup procedures 
to provide physician-directed medical, numing, 
social, and related services to selected patients 
at home. Despite awareness of the need for 
such programs, their development has been rela- 
tively slow. In 1960, only 30 cities had 45 co- 
ordinated home care progi’ams. For the most 
part, these are administered by hospitals. 
Public heal til departments and visiting nurae 
associations axe the focal points of acbninis- 
tration for a few. 

Nursing Care of the Sick, at Home 

Tlie availability of nursing services for pa- 
tients in their homes, regardless of age, cause of 
disability, or financial ability, depends to a 
great extent on the readiness of community 
agencies to offer this type of service. A 1961 
Public Health Service study ® showed that 70 
percent of all cities with a 1960 population of 
25,000 and over (470 out of 676 cities) had at 
least one agency that provides “nursing care of 
the sick at home as one of its publicized objec- 
tives and offers service to all types of patients 
and on a continuing basis as needed.” Most of 
these programs (80 percent) were provided by 
visiting nurse associations. Sponsors of the 
remainder were either official health agencies or 
a combination of agencies. 

Wliile available statistics do not indicate 
the extent to which these programs meet exist- 
ing needs, the extent of coverage is limited by 
shortage of personnel and inadequate financial 
support. No data are currently available on 
the number of home numing programs in com- 
mimities of less than 26,000 population. 


’Brynnt, Zelta, Report m Nursinp Core of the Sick 
^ appendix 0, Selected 

Bibliography.) 


Homemaker Services and Foster 
Home Placement 

There is general agi’eoment that expansion 
of programs of homemaker services, homo aid, 
and foster home placement would help to pre- 
vent or postpone institutionalization of many 
patients, or enable them to return to a home 
sotting from hospitals, nursing homes or other 
institutions. Eligibility in most programs 
providing these services is limited primarily to 
low income families with children, and to aged, 
chronically ill, or disabled persons. 

Despite widespread interest in the use of 
homemaker services for the chronically ill, 
there is a serious shortage of such services. 
According to a 1961 survey,® more Limn 200 
agencies were providing liomomnkor services in 
40 States, the District of Columbia, and Puerto 
Rico. These agencies employed nearly 2,700 
homemakers and cared for approximately 6,500 
families during 1 month of 1061. 

Foster homo placomont is being utilized by 
some institutions and community help and 
social agencies for those chronically ill persons 
wlio no longer require care in an institutional 
setting but do not have a suitable homo. Most 
effective use of this typo of arrangement re- 
quires close coordination of the soivicos of Iho 
foster home placement agency, the liospilals, 
the physicians, and the oinploymont, educa- 
tional, and rehabilitation agencies. TIio num- 
ber of programs currently in operation is not 
known, but there is general agreement that it 
is grossly inadequate to meet existing needs. 

Supportive Services 

The homeboimd chronically ill patient may 
require one or moi’e of a broad range of sup- 
portive services. Some oxample.s are social 
services, nutritional guidance or food service, 
physical therapy, occupational therapy, speech 
therapy, dental care, equipment and appliance 
loan service, pharmaceutical service, laboratory 

'Dlreotorv of Eomcmaker Services, p. 1. (Item 38 
In appendix O, Selected Bibliography.) 
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and X-i-ay sorvico, and vocational education. 

In many communities, v’cll-organized pro- 
grams of social services pi'ovido major benefits 
to tho chronically ill individual and his family. 
Social workers may provide guidance and aid 
in connection with financial problems, securing 
medical supplies and appliances, work adjust- 
ment difficulties, and living arrangements. In 
addition, they offer direct personal service and 
participate in evaluating p)orsonal relationships 
and physical and social environment in order 
to assist the patient and his family in adjust- 
ing to tho implications of illness or disability. 

Because of the importance of dietary tmat- 
mont in chronic conditions, many patients are 


under medical direction to continue on special 
diets after discharge from medical care facili- 
ties. Dietary consultation in the home is being 
inci'easingly utilized to provide vitally needed 
guidance to the patient and/oi* family members. 
Also, programs laiown as “Meals on Wheels” 
are being developed to provide hot meals regu- 
larly to the chronically ill and aged who are 
unable to leave their homes or to prepare ade- 
quate meals for themselves. Currently there 
are 26 known nonprofit Meals-on-Wheels pro- 
grams, with the greatest concentration in the 
New York and Chicago areas. They serve a 
total of about Y60 homebound persons per day, 
averaging about 26 to 30 persons per program. 


Inadequacies in Current Patterns of Service 


Exifl'i’iNG PArncRNS or facilities and services in 
most communities show serious imbalances in 
both availability and cpuility of care. Because 
of the ahsence of an adequate financial basis for 
operation, comimmity hospitals and other vol- 
untary agencies have, for the most part, been 
discouraged from developing needed facilities 
and programs for long-term patients. Those 
organiisations and individuals who have as- 
sumed responsibility for service in this health 
caro area have been forced to fit the services 
they could offer to tho availability of financing. 

Many institutions arc organized to provide 
only limited programs of sorvico. Admission of 
residoula or 23a(icnls is restricted to specific cate- 
gories. Tho unavailability within tho facility 
of resources capable of dealing with a variety 
of j)ationt needs rcsnlls either in tho transfer of 
a patient with changed needs to another facility, 
or in tho retenlion of the patient in a facility no 
longer apiiropriate to his needs. 

Dittlo attempt has been made to develop 
desirable functional relationships among the 
various facilities and agencies involved in pro- 
graming, 2 >roviding, and paying for sci-vices. 
This, in turn, has hindered the doveloiJment of 
effective programs designed to make appro- 


priate services avaUablo in accordance with tho 
patient’s changing needs. 

Because of tho lack of adequate conti’ols 
over programing and construction, certain typos 
of facilities have been overbuilt, with resulting 
unnecessary dujilication of services and uneco- 
nomic use of community resources. These de- 
velopments, coupled with related in’oblems of 
unsuitable location, lack of accos.9 to needed pro- 
fessional competencies and skills, and conse- 
quent gaps in service, have inhibited tbo devel- 
opment of a balanced, comprehensive program 
of services for tho area. 

In many States, low licensure standards 
and lax enforcement procedures have piermittert 
the oslablishment or continued operation of in- 
stitutions which do not meet the structural and 
stafTmg requirements for high quality service. 
Utilization by welfare agencies of such sub- 
standard facilities, and in some instances of 
unlicensed facilities, is both detrimental to tho 
physical welfare of tho patient and wasteful 
of the coramimity’s economic resources. 

Quality of care in long-term facilities suf- 
fers from lack of adequately trained personnel. 
In many instances, inadequate patterns of 
financing preclude the employment of qualified 
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personnel even -where they are available. Con- inadequate medical and administrative super- 
tributmg to this problem is the inefficient utili- vision, or because of uneconomic duplication of 
zation of available per-sonnel, either because of services by several facilities. 

Emerging Patterns of Service 


Changing Concept of the 
General Hospital 

Tns aBNERAL HOSPITAL lios, in recent years, be- 
come increasingly recognized as the center for 
diagnosi.s, treatment, and rehabilitation of the 
chronically ill ns well as of the acutely ill. The 
concept of the truly general hospital today 
comprises the full complex of health care serv- 
ices, and includes the availability of specialized 
personnel and of the varied types of services 
neccssaiy to meet the needs of both inpatients 
and outpatients.* Care and treatment of the 
long-term patient are assuming increasing im- 
portance in this complex of services. 

New arrangements for care and imagina- 
tive experiments in prevention, treatment, and 
rehabilitation are no-w found in some general 
hospitals and contribute to their expanding role 
in health affairs. The emerging trend is for 
experiments which link the hospital with other 
functioning organizations in the community 
such as health centers, nursing homes, and 
homes for the aged and for the development of 
close cooperation with official and voluntary 
healtli services. 

Changing Cmtcept of 
Homes for the Aged 

The traditional role of the homo for the 
aged as a shelter primarily for the elderly has 
changed markedly in recent years. Changes 
in our culture and economy, particularly since 
the advent of social security, have caused a 
significant decrease in institutionalization of 
the well elderly solely for reasons of shelter, and 
a shift toward admission of those needing a 

* See Daokoround Statement on Role of HoapUala in 
Long-Term Oare, (Item 10 in appendix 0, Selected 
Bibliograpliy.) 


protective environment because of approaching 
or advanced infirmity. 

The higher incidence of chronic illness 
among the elderly and the advances in restora- 
tive medicine have combined to bring about far- 
reaching changes in the original function of 
these institutions. Faced with the alternative 
of discharging growing numbers of residents 
who become chronically ill or disabled to hos- 
pitals or nursing homes, many homes for the 
aged have added medical, nursing, and support- 
ive services. Many of tliose siionsored by reli- 
gious and other organizations have added bods 
for nursing care by convei’ting their existing 
stnictures or by new construotioii. Some homos 
are providing programs of day care for persons 
who return to their own homes or foster homes 
at night. For the most part, new homes for the 
aged are being designed, in terms of structure 
and equipment, to provide the multiple serv- 
ices needed to meet the physical, social, and 
medical needs of tlieir chronically ill residents. 

Affiliations between Facilities 

Demonstrations of the effectiveness of for- 
mal opoi*ational agreements between hospitals 
and nursing homes suggest that the develop- 
ment of affiliations between the various facili- 
ties and programs serving the clironioally ill 
assists in promoting adequate and uninter- 
rupted patient care. These formalized rela- 
tionships further assure optimum utilization of 
scarce specialized personnel, facilitate patient 
transfera when necessary, help to eliminate 
duplication of expensive facilities and equip- 
ment, and encourage continuous overall medical 
supervision of patient care. 

Day Centers and Night Hospitals 

While still in tlie experimental stage, day 
centers and night hospitals have been developed 
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in a few conununities to provide an intermedi- 
ate stage between inpatient hospital care and 
relatively independent commujiity living. Pa- 
tients are in these facilities for a varying num- 
ber of hours during the day or night and then 
return to their homes or j)laces of employment. 
These programs may be operated as part of 
a general hospital, a community mental healtli 
center, a home for the aged, or in conjunction 
with other community facilities. Although 
primarily for mental patients, some serve a 
broader group of the chronically ill. Services 
provided include diagnosis, medical treatment, 
physical and occupational therapy, recreation, 
and other types of care. The program may be 
extremely flexible in the types of services of- 
fered and may serve to maintain some patients 
in the community as an alternative to full-time 
institutionalization. 

Community-Based Mental Health 
Facilities and Services 

Many patients in mental hospitals can be 
oared for adequately in community facilities 
providing appi’opriate services in a protective 
environment. As a result of efforts in many 
localities to avoid unnessary institutionaliza- 
tion, the number of admissions to State mental 
institutions is decreasing while the use of psy- 
chiatric units in general hospitals and of otlier 
community facilities for long-term care is in- 
creasing. These developments result from 
better techniques of diagiosis and treatment, 
recognition of the need to reverse the trend 
toward excessively large mental institutions, 
and the desirability of placing the patient closer 
to his family and friends. In some instances, 
specialized programs are being developed on a 
joint basis to assure deflnitive planning of care 
and followup of patients. 

The conununity facilities most frequently 
involved with the psychiatric hospital in these 
developing programs are chronic disease hos- 
pitals, homes for the aged which offer extensive 
medical care, and nursing care institutions 
which provide continuous medical supervision 
and trained personnel. The success of those 


programs depends upon placement practices 
which consider both the best interests of the 
patient and of other patients in the facility. 

Restorative Services 

The growing numbers of chronically ill and 
disabled persons, the rising cost of medical and 
institutional care, and the demonstrated bene- 
fits of restorative treatment have combined to 
bring about recognition of the value of pro- 
grams of rehabilitative service for the long-term 
patient. Evidence of the effective results 
obtained for these patients in comprehensive 
rehabilitation centers has encouraged hospitals 
and other medical care facilities to place 
increased emphasis on the provision of pro- 
grams of restorative therapy, designed to 
achieve or maintain the highest attainable level 
of function. 

Preventive Services 

Closely related to the concept of restoration 
and preservation of maximum function is the 
growing recognition of the need for prevention 
of physical, emotional, and social dependency 
and disability. Prevention is an integral part 
of the total care program and should involve 
the family physician. A number of community 
agencies and institutions have inaugurated vari- 
ous kinds of preventive programs and services. 
These services, limited primarily by the avail- 
ability of professional resources, include differ- 
ent forms of case-finding programs, specialized 
clinics, adult education programs in health 
maintenance and nutrition, and counseling serv- 
ices in senior centers and social agencies. 

Dental Services 

Dental services in the home have been made 
possible in recent years through the develop- 
ment of portable dental equipment whidi en- 
ables the dentist to provide service at the 
patient’s bedside — ^whether the setting is in the 
hospital, the nursing home, or the patient’s own 
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home. Thus, the range of dental services avail- 
able to the homebound patient can be greatly 
extended. 

Central Referral Services 

Specialized programs offering information 
and referral services to long-term patients have 
been developed in a number of communities, 
frequently as a part of or in cooperation with 
local community health and welfare councils. 
Occasionally, these services are provided in 


local health departments. Programs range in 
complexity from the development of a simple 
roster of resources to a well-organized activity 
providing (1) person-to-porson counseling to 
help patients and their families find the appro- 
priate service to meet their needs ; (2) infonna- 
tion about health, welfare, and reoroatioiial 
facilities and services; and (8) referral to em- 
ployment, housing, and long-term medical 
facilities. Significantly, these activities may 
represent a first step toward coordinated com- 
munity planning. 


Changing Roles of Official and Voluntary Agencies 


The TRADinoKAL roles of official and voluntary 
health agencies appear to be changing. Evi- 
dence of a merging of interests and responsi- 
bilities is found in tlie increasing participation 
by official agencies in the service programs of 
voluntary agencies, and in the increasing 
assumption by voluntary agencies of responsi- 
bility for enforcing standards of care. To a 
greater extent, offi-cial health agencies are join- 
ing with hospitals and the health professions in 


attacking problems of health care in the com- 
munity. Examples of these emerging relation- 
ships include programs of school health serv- 
ices, the provision of care and services for 
crippled children, and tho provision of nursing 
care in the homo. 

This trend toward increasing cooperation 
and coordination of effort has particular impli- 
cations for the planning and development of 
programs of adequate care for long-term 
patients. 
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Chapter IV 

Planning Principles 


EpFEcnvB AitBAWiDB planning * for the needs of 
the long-term ill and disabled cannot be done 
in isolation. Plans for development and coordi- 
nation of appropriate resources must relate to 
other planning efforts and to other health and 
welfare activities in the area. Programs of 
prevention and control of disease and accidents 
have an important bearing upon need for long- 
term care services. Similarly, such factors as 
availability of adequate income, suitable hous- 
ing', personal counseling, sheltered employment, 
and homemaker services directly affect the pro- 
graming of services needed by the chronically 
ill. 

Heretofore, planning in these areas by com- 
munity health and welfare councils or by olli- 
oial health agencies has too frequently been di- 
rected to resolving particular problems, rather 
than to the total complex of community needs 
and resources. Planning for the development 
of an orderly ^stom of facilities for long-term 


care should include consideration of total pa- 
tient needs for service. It should, therefore, be 
closely correlated with other health and welfare 
planning, and it should be directed toward 
evaluation and programing of total community 
needs. 

Areawide planning for facilities and serv- 
ices provides a process through which all fao- 
tora relating to the care of long-term patients 
can be brought together and considered as an 
interrelated whole. The process enlists the 
services and skills both of community leaders 
and of i>6rsons experienced in the disciplines 
involved in long-term care. It necessitates defi- 
nition of the nature and scope of the problem, 
and identification of thoise aspects of the prob- 
lem that remain to bo resolved. It provides to 
the public a description of areawide needs and 
stimulates the action necessary to acliieve a 
comprehensive pattern of care. 


Benefits of Areawide Plannhstg 


The rniMARX benefits of the areawide ap- 
proach to planning stem from its emphasis on 
involvement in the planning process of all 
agencies and individuals concerned with pro- 
viding care and service to the long-term patient. 
Through joint study and analysis of the needs 
and resources of the area, a better mutual un- 
derstanding can be developed of the operational 

* As used In this document, the term "areawide plan- 
ning" describes the continuing process through which 
hospitals and related health facilities coordinate their 
planning within a designated geographical area. The 
process Is facilitated through an areawide health fa- 
cility planning agency which has responsibility for: 


strengths and weaknessss of various facilities 
and services, and of their adequacy in tenns of 
tile total needs of the community. Specific 
benefits of areawide plamiing may include the 
following: 

Opportunities will be provided for involv- 
ing physicians in an expanded role in the 
treatment of the long-term patient. 


(1) preparation of profiles of area reaourees and 
needs j (2) cooperative activities with public and pri- 
vate financing and planning agencies ; (8) consultation 
in each phase of health facility planning; and (4) 
evaluation of planning proposals In the light of estab- 
lished criteria, 
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Hospitals and nursing homes will benefit 
by the increased assurance of an adequate 
financial basis for programs of loiig-terni 
care, and welfare departments will be able 
to demonstrate that the funds for which they 
are responsible will be expended both con- 
structively and prudently. 

Health personnel can be utilized at greater 
potential. 

Official and voluntary agencies, respon- 
sible for establishing and maintaining stand- 


ards essential to the provision of high 
quality services and care, will obtain greater 
community understanding and support. 

Community leaders, through tlieir involve- 
ment, will be better equipped to elicit and 
direct support for community facilities and 
services. 

The detailed study of areawide needs and 
resources, implicit in the planning process, 
will assist in stimulating needed action in 
the field of legislation and financial support. 


The Planning Area 


To THE EXTEWT POSSIBLE, the geographic area for 
wliicli the planning group assumes responsi- 
bility should reflect a community of social, eco- 
nomic, and political interest. The area should 
be of sufficient size to permit development of a 
pattern of comprehensive services, yet not so 
extensive as to lessen the potential efiectiveness 
of community leadership and the advantages 
of conoraunity participation. Consideration 
should be given to patterns of geographic cov- 


erage already established by otlier 2 fianning or 
service organizations in the area, with a view 
to combining and coordinating their activities 
within a proposed areawide pattern of service. 

Before final determination of the planning 
area boundaries, the cooperation of the State 
Plill-Burton agency should be sought and joint 
consideration should be given to the service 
areas already established in that agency’s plan 
for construction of hospitals and I'elated health 
facilities. 


Responsibility for Planning 


Responsibilitt roB PiANNiwo for long-teim fa- 
cilities should be vested in an axeawide health 
facility i)]anning agency. Principles to be fol- 
lowed in the formation and organization, of 
such an agency are outlined in a report de- 
veloped by a joint committee of the American 
Hospital Association and the Public Realth 
Service entitled “Area wide Planning for Hos- 
pitals and Belated Health Facilities.’”' 

The areawide planning agency should: (1) 
have a governing body composed of members 
drawn from the top echelon of lay and profes- 

* U.S, Department ot Health, Education, and tVel- 
fare, Public Health Service. Areaioide Plantiinff for 
Soipitals mid Related Bealtli Facilitios. (Item 16 In 
appendix 0. “Selected Bibliography.”) 


sional community leadership; (2) be respon- 
sible for a specifically designated geographic 
area; and (3) have close working relationships 
with hospitals and related health organizations 
within the area, the health professions, the com- 
munity leadershi^i, and groups and agencies tliat 
control and influence sources of financing. 
Close collaboration should exist between the 
Stale Hill-Bui’ton agency and the local plan- 
ning agency. 

Wliere a well-organized areawide planning 
agency has already been established, it should 
be encouraged to assign a high priority to the 
planning of long-term care facilities and serv- 
ices. Wliere no areawide planning agency 
exists, or where the agency lacks sufficiently 
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broad membership to deal with the problem 
adequately, action should bo taken by commu- 
nity leadership, or by the State or local govern- 
ment, to stimulate the formation of a new 
council or the reorganization of the existing 
body, with extension of its responsibility to in- 
clude planning for long-term facilities. 

Adequate staff and funds must be mad© 
available for the planning activities related to 
long-term care to provide needed special com- 
petencies and to finance necessary study activ- 
ities, In addition to a staff director, competent 
statistical, technical, and clerical skills should 
be provided. To assure continuity of the plan- 


ning and programing process, and of related 
procedures for implementation, a long-range 
pattern of financing should be developed, utiliz- 
ing such media as fund raising campaigns, 
foundation grants, membership clues, allocation 
of public funds, and other available resources. 
Funcla should be sufficient to permit detailed 
evaluation of area needs, analysis of all avail- 
able data, development of realistic and attain- 
able short- and long-range objectives, and tho 
establishment of continuing procedures to im- 
plement these objectives and to permit regular 
revaluation of the objectives and operaLing 
programs. 


Basic Principles eor Planning and Programing 


As A PLANNING prerequisite, the areawide plan- 
ning agency should formulate clearly defined 
basic objectives, sufficiently broad to encompass 
the needs of the conomunity, yet consonant with 
tho cultural and economic patterns of tho area, 
Factors to be considered include the types of 
services and facilities best suited to meet the 
particular needs within the community based on 
the best knowledge available, tho feasibility of 
providing these services and facilities within 
tho limitations of existing and anticipated com- 
munity resources, and tho degree to which com- 
munity acceptance and support can bo expected, 

Once these basic determinations have been 
made, the development of a definitive plan to 
achieve the specified objectives should take into 
account the following planning principles : 

1. Planning should include the entire 
complex of facilities and services for the 
long-term patient. 

Comprehensive planning for long-term care 
facilities requires that consideration bo given to 
the entire range of facilities and services needed 
for optimum treatment and care. As a pre- 
requisite, inforination must be developed on 
tho availability, adequacy, and anticipated roles 
of all existing facilities and services, including 


such resources as diagnostic and treatment 
clinics, offices of physicians and dentists, and 
home cai'O and social service programs. Gaps 
ill service may then be identified and considera- 
tion given to stimulating tho construction, or to 
tho realignment or addition of facilities and 
services, needed to achiovo a comprehensive pro- 
gram of care. 

As a part of the planning process, individ- 
ual institutions should identify the present and 
anticipated functions they will perform within 
an interrelated patteim of services. Princi- 
ples oE good care and effective use of personnel 
and economic resources dictate that all institu- 
tions, in their individual planning, be cognizant 
of the various services available in or being 
planned by other institutions or programs serv- 
ing the community. 

2. Planning of facilities both for short- 
term acute and for long-term treatment and 
care should be undertaken by the same area- 
wide planning agency. 

Unified planning for all types of facilities 
for patient care will result in better patient 
management, more effective utilization of avail- 
able resources, and more realistic planning and 
programing of needed additional facilities and 
services. J3y encompassing tho full gamut of 
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patient needs, unified areawide planning can 
result in wiser guidance to patient care facilities 
for their individual planning, and can stimulate 
the development of demonstration projects nec- 
essary to achieve improved patient care. 

3. The general hospital and its orga- 
nized staff should accept responsibility for 
the provision of facilities for long-term 
treatment and care, either through the con- 
struction or allocation of facilities or 
through relationships with one or more 
established facilities. 

The need for a plunncd program for pro- 
viding convalescent and long-term care, either 
within the framework of the general hospital 
or closely related to it, has become apparent. 
Related to this is the recognized need for assur- 
ing long-term treatment and care of acceptable 
quality, whether it is provided in the general 
hospital ns a component service or in a separate 
facility to which the hospital’s medical staff can 
transfer patients and with which tlio hospital 
can develop the reciprocal relationships essen- 
tial to continuity of care. In the inlei-est of 
optimum u.so of the area’s facilities, it is often 
advisable for a general hospital to develop rela- 
tionships with other general hospitals that have 
established long-term care facilities, or with al- 
ready existing long-term cai’o institutions, 
rather than constructing additional facilities. 

4. Planning for long-term care facilities 
should be based on detailed knowledge of the 
population group to be served and its needs 
for various types of services. 

Basic data for planning should bo as com- 
prehensive as possible. In addition to a deter- 
mination of the number of individuals receiving 
treatment for chronic illness or impairment, 
current waiting lists sliould bo studied to de- 
velop an indication of present demand for vari- 
ous types of facility core. Efforts should also 
be made to survey current patient loads of prac- 
ticing physicians, and of nursing and related 
service organizations, in order to identify non- 


institutionalized patients who could benefit 
fi'om institutional care. To the extent possible, 
patient data should be classified by functional 
ability, potential for recovery, and need for 
protective, personal, and social services. De- 
tailed analysis and interpretation of these data 
are necessary to determine the types of facilities 
and services best suited to meet the specific 
needs of the population group. 

5. Existing community resources should 
be utilized at maximum eificieucy. 

Facilities and pi’ograms already serving 
long-term patients in the community should 
bo carefully evaluated in terms of effectiveness 
of program, adequacy of staff, and suitability 
of structure and location. Properly con- 
structed, well-operated facilities that provide 
needed services should bo urged lo extend or 
improve their programs so ns to fimction most 
efflcieiitly as part of a coordinated areawide pat- 
tern of services. Facilities found to be unsuit- 
able or in excess of apparent community needs 
should bo recommended for olunination, re- 
building, or conversion to other more appro- 
priate uses. 

Professional skills are invaluable com- 
muirity health resources. Duplication of serv- 
ices and fragmentation of responsibility result 
in wasteful use of these scarce skills. The area- 
wide planning agency should, therefore, 
promote optimum use of professional skills 
through coordination of services. 

6. Facilities and services for long-term 
care should be coordinated through formal 
agreements. 

Individual patients, over a period of time, 
may require care and treatment from several 
sources. As an essential element in assuring 
continuity of medical service, existing facilities 
and service organizations, including general 
hospitals, should be encouraged to define tine 
specific roles they can and will perform within 
a well-balanced program of services for the 
long-term iU. Once these roles have been rau- 
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tually accepted, the various activities which 
they encompass should he coordinated into a 
communitywide pattern of service, and formal- 
ized by cooperative agreements, These agree- 
ments should include definite allocations of the 
functions to be performed by the cooperating 
facilities, including arrangements for recipro- 
cal services, joint nse of specialized staff such 
03 physical therapists and dietai^ consultants, 
exchange of patient information, and easy trans- 
fer of patients as necessary. 

Development of close working relation- 
ships between general hospitals and other 
long-term care facilities, preferably through 
contractual affiliation, should be encouraged, 
Assurance thus provided that the specialized 
services of the hospital will be readily available 
to physicians supervising patients in related 
programs of long-term care should result in de- 
creased demand for admission and reduced 
length of hospital stay. This, in turn, will per- 
mit more effective utilization of general hospital 
beds.® 

7. Facilities should be organized to pro- 
vide continuity of patient care* 

To the extent possible, facilities should be 
developed and organized to provide the range 
of services which the long-term patient may 
require during the course of his illness. 

As a patient^s treatment progresses, his 
service needs will vary. The planning pi-ocess 
should recognize that a substantial number of 
long-term patients will bo transferred from a 
facility providing intensive treatment to facili- 
ties more appropriate to their changed needs. 
These transfers are desirable both for economy 
and for optimum use of scarce health com- 
petencies. Similarly, the probability of recur- 

' Basic recommendations on need for coordinated 
programs and services were developed by a Workshop 
on nospltal-Nursing Home Bclationshlps under Joint 
spousorshlx) of the American Hospital Association, 
American Medical Association, American Nursing 
Home Association, Blue Cross Commission, and IJ.S. 
Public Health Service. Published In Proceedinos of 
Workshop on JIoapitahNursing Home Relationships, 
(Item 21 in appendix O, Selected Bibliography.) 


rent need of long-term patients for acute treat- 
ment makes necessary the ready availability of 
the intensive services of the general hospital. 

The planning process should stimulate the 
development of specific arrangements between 
related facilities: (1) to assure that appropriate 
services will be available at such time and to 
the extent necessary to meet the palient^s cur- 
rent needs; (2) to assure the continuing avail- 
ability of essential clinical and social informa- 
tion; and (3) to promote continuity of care. 
Special emphasis should be given to the devel- 
opment of procedures for easy transfer, as 
necessary, to intensive treatment facilities, 

8. Patient placement should he in accord- 
ance with need for service. 

Facilities and programs will be used most 
effectively if long-term patients are placed ac- 
cording to their primary needs for service and 
if patients with similar service needs are placed 
together, either in a single extensive facility or 
in separate specialized facilities. The conse- 
quent increase in operational efliciency should 
result in belter patient care, more effective use 
of available staff, and optimum utilization of 
existing facilities. 

Determination of a patient’s needs for serv- 
ice should bo made by a practicing x>liysiciaii 5 
wdtli the assistance of nursing, social work, and 
other personnel as required. Subsequent place- 
ment should be based on thorough knowledge 
of the patient’s medical and social circum- 
stances, and on a realistic evaluation of the serv- 
ices available in existing facilities and through 
Xerograms of out-of-iustitution care. 

9. Physical transfer of long-term pa- 
tients should be minimized. 

Permanent transfer of long-term patients 
between institutions, or transfers for extended 
periods of time, should occur only when neces- 
sitated by pronounced changes in the patient’s 
need for service. If the patient load warrants, 
various types of services should be provided 
within tliG same facility in order to minimize 
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physical transfers and the inevitable emotional 
disturbance to the patient. Older people, in 
particular, should not be required to change 
their surroundings unnecessarily. 

10. Facilities for long’-term care should 
be so located that the services of an orga- 
nized medical staff are readily accessible. 

Because of their varied and frequent need 
for medical treatment and supervision, long- 
term patients should have ready access to a wide 
range of medical and related services. When- 
ever feasible, facilities for long-term care should 
be established in close proximity to an orga- 
nized program of medical and therapeutic serv- 
ices, found most frequently "within the setting 
of a general hospital or other medical complex. 
Physical proximity would facilitate the de- 
velopment of cooperative relationships and help 
to assure both the availability of medical and 
related competencies and accessibility to spe- 
cialized facilities and techniques as needed. 

In addition, location near an existing com- 
plex of services within a community would j^ro- 
vide easier access by patients to religious and 
recreational facilities in the community, and 
would make possible more frequent visits by 
relatives and friends. 

11. The concept of preventive and re- 
storative care should be incorporated in all 
long-term treatment programs. 

A prime objective of every facility for the 
chronically ill and disabled should be to prevent 
disability and to assist the patient to retain or 
recover maximum use of his remaining capa- 
bilities, In order to minimize the extent of dis- 
ability and to prevent secondaiy disability, an 
evaluation of the patient’s rehabilitation 
potential should bo made, under medical supci*- 
vision, as early in his illness as possible. If at 
all feasible, a program of restorative services, 
including periodic revaluation, should bo in- 
stituted and continued until maximum gain has 
been realized. Thereafter, programs of sus- 


taining services should be provided to maintain 
the patient at his optimum functional level. 

12. Home care services should be an in- 
tegral part of areawide planning for facili- 
ties and services. 

Many chronically ill and aged persons now 
receiving care on an inpatient basis do not re- 
quire the specialized resources of a hospital or 
the formal supervision of a nursing or custodial 
home. Under a properly organized home care 
program, the service needs of these patients 
may be adequately met in their own homes. 
Similarly, for some patients, care at home may 
precede, follow, or bo interspersed with care in 
a hospital or other institution.'* 

Well-organized home care services will 
help to prevent situations I’equiring hospitaliza- 
tion; moreover, by assuring continuity of medi- 
cal and nursing services, these programs would 
facilitate early discharge from the hospital. 
Adequate periodic assessment of patients on 
home care is essential. 

13. Programs for supervision and main- 
tenance of health of persons residing in 
homes or housing for the aged are essential 
elements of area wide planning for long-term 
care. 

The expansion of housing for the aged un- 
der community or religious sponsorship or 
through urban housing development requires 
the parallel development of organized super- 
visory and maintenance health services. The 
nreawide planning agency should encourage 
such homes or housing authorities to establish 
appropriate programs of health care, including 
pi-eventive services, or to enter into agreements 
for provision of adequate suijervisory and main- 
tenance health services with health departments, 
hospitals, and other community health services. 


* Conimtsslou on Ohvonio Illness. Ohronio Illness fa 
the UHited States* Vol. 2, “Care of the Long-Term Pa- 
tient”, p. 31. (Item 1 In appendix 0, Selected Bibliog- 
raphy.) 
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14. Community programs for early de- 
tection, treatment, and rehabilitation of per- 
sons with mental illness should be an in- 
tegral part of areawicle planning programs. 

Current treatment techniques give added 
emphasis to the feasibility and desirability of 
community-based treatment facilities for the 
mentally ill. The area^7id6 planning agency 
should encourage one or more general hospitals 
within the planning area to establish or expand 
facilities for diagnosis and short-term treatment 
of persons in early stages of mental illness. 
Consideration should also be given to the devel- 
opment of formalized programs to which pa- 
tients discharged from State psychiatric facil- 
ities may be referred for after-care and 
rehabilitation. Tliese programs may include 
day and night hospitals for persons who are 
in the process of being assimilated into the 
community, as well as specialized nursing homes 
and organized outpatient clinics. 

Aroawide planning for community-based 
psychiatric care should include consideration of 
the special needs of the emotionally disturbed.’ 

15. The need for tuberculosis facilities 
and programs should be considered as part 
of planning for long-term care, 

Recent advances in the medical treatment 
of tubei’culosis have made it possible to treat 
tuberculous patients in community-based facil- 
ities, and special units in general hospitals. 
The need for or’ganized treatment services at 
the community level, and the necessity of ex- 
tended medical supervision and treatment of 
other medical and surgical conditions of tuber- 
culous patients, should be considered by the 
areawide planning agency in developing an 
adequate total program of care. 

Where sufficient need exists, specialized tu- 
bei’culosis facilities or units should be pro- 


“ The problem of the emotionally disturbed is dis- 
cussed in the report of the Surgeon General's Ad Hoc 
Oommlttoo on Planning for Mental Health Facililles, 
PlaimlHff of FaclUHea for Mental Jlcalth Serviees. 
(Item 14 of appendix 0, Selected nibllography.) 


gramed, but they should be in close relationship 
to general hospitals. Existing tuberculosis fa- 
cilities that are not fully utilized should be 
considered for conversion to use in other pro- 
grams of long-term care, if they meet accepted 
standards of structural and functional suit- 
ability. 

18. The areawide planning agency 
should encourage the adoption and use of 
standards for construction, maintenance, 
and operation, as advocated by recognized 
national authorities. 

In the interest of better patient care, the 
adoption and enforcement of adequate stand- 
ards for licensure and for eligibility for grants- 
in-aid or loan programs should be actively sup- 
ported by the areawide planning agency. All 
long-term care facilities and services in the ai'ea 
should bo required to comply with these stand- 
ards and encouraged to exceed them. In addi- 
tion to their use as bases for upgrading the 
quality of patient services, these standards 
should servo as criteria against which proposed 
new construction or programing in tlio area 
could bo evaluated. Prossurc.s lor long-term 
beds should not be permitted to result in the 
toleration by the regulatory agency of sub- 
standard facilities and services. 

17. Higher quality of care should be pro- 
moted through the development of programs 
of education and training. 

Improvement of pniiont care can be pro- 
moted by the planning agency through stimu- 
lation and support of organized educational 
and training programs for professional and 
paramedical staff of long-term institutions. In 
many instances, education, and training may bo 
provided through a formalized program con- 
ducted by a qualified educational institution. 
In addition, up-to-date concepts and procedures 
essential to good care may be brouglit to the 
staffs of long-term institutions through organ- 
ized inservice training programs involving reg- 
ular visits by qualified professional personnel. 
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18- Planningf for long-term care facili- 
ties and services should be based on patient 
needs rather than on the availability of 
funds. 

The planning, organization, and develop- 
ment of facilities and services for long-term care 
should not bo influenced by sources of funds or 
restrictions which may be attached to available 
methods of financing construction oi* operation. 
In the interest of optimum patient cai'o and 
economic use of available resources, proposals 
for unnecessary or inappropriate types of fa- 
cilities or services sbonid be actively opposed.* 
If restrictions applied by financing agencies, 
either public or private, have an adverse in- 
fluence on planning for facilities or services, the 
planning agency should undertahe action to 
modify or remove these restrictions, or it should 
develop new financing methods. Patient needs 
for service should be the prime determinant in. 
the planning, organization, and development of 
facilities for long-term treatment and care. 

19. Programs of research and evaluation 
should be established as a guide for continu- 
iug development of the planning process. 

To assess the effectiveness of planning and 
implementation, the areavvida planning agency 


* This problem !s discussed In Areawide Planning for 
Jloapitala and Helalei Health PaolKHos. (Item 16 In 
appendix O, Selected Bibliography.) 


sliould promote the development of continuing 
programs of research and evaluation of solectod 
factors affecting the provision of long-term 
services within the planning area. Examples of 
pertinent areas of study include: numbers and 
types of patients served, patterns of ti’eatmont, 
patient ijlaceinent, patterns of referral, length 
of stay, effectiveness of staff utilization, 
methods of payment and use of funds, and 
the effectiveness of intersorvico relationships. 
The reliability of research results as bases for 
future pinning action will depend upon the ex- 
tent and quality of cooperation provided by the 
participating institutions, organizations, and 
agencies. 

20. A greater proportion of funds raised 
through community fund-raising campaigns 
should be allocated to long-term care facili- 
ties and services. 

In general, programs of long-term treat- 
ment and care receive less than tlicir propor- 
tionate .siiare of the funds provided for health 
facilities through fund-raising campaigns, The 
increasing demand for long-term services and 
the re.sulting need for capital and operational 
funds make it essential that financial assistance 
for these programs be sought from all available 
sources. Demonstration of the relative need for 
long-term care facilities and services, in coin- 
pai’ision to other programs of health care, should 
provide a basis for requesting increased alloca- 
tions from public fund-raising drives. 
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Chafer V 

Overcoming Obstacles 


Kbalistio planning for long-term care will de- 
pend upon the quality of leadership exercised 
and the accurate identification of the various 
factors that may aflect the proposed program. 
Relevant legislation and regulations, current 
economic trends, and social attitudes toward 
long-term illness should he assessed to deter- 
mine their influence upon planning recommen- 
dations and their projected development. In 
particular, factors that might impede the reali- 


zation of the planned program must be inden- 
tificd and analyzed so that aiipropriate meas- 
ures can be initiated to minimize or olisct their 
influence. 

The general areas requiring attention in- 
clude : existing and proposed methods of fliitinc- 
ing construction and operation; availability of 
qualified staff; adequacy of organizational, ad- 
ministrative, and regulatory procedures; and 
the possible inlluonco of prevailing social and 
cultural attitudes within the area. 


Financial Considerations 


Tma ESTABLisiiMBNT and operation of an ade- 
quate system of facilities and services for the 
long-term patient is not inexpensive. Costs of 
treatment and care of the chronically ill and 
disabled vary widely, depending upon the na- 
ture and severity of the illness or disability and 
on the typo of care being provided. Differences 
between the costs of caring for the acutely ill 
and for the long-term patient have been found 
frequently to reflect differences in quality of the 
services furnished. Per patient expenditure for 
long-term oaj’o may well exceed the comparable 
cost for the short-teim patient, particularly if 
high quality care is provided. Efforts to ex- 
pand or improve the services provided by facili- 
ties for long-term patients will bo directly in- 
fluenced by the extent to which now or improved 
patterns of financing can be developed, both 
for initial costs of needed construction and for 
contimiing costs of operation. 

Availability of Capital ’Financing 

In programing additional construction, the 
planning group must consider the possible 


soiu’cos of capital funds and the capability and 
willingness of prospective sponsors to provide 
the typo and quality of service for which pres- 
ent and polcntinl need has beeeu delerminod. 

Potential sources of funds for capital con- 
struction include lax revenues, funds received 
through contributions or bequests, and private 
invcstinont. Identification of the source from 
which funds may be anticipated for speoifie 
consti'uction iirojects will depend primarily 
upon the nature and sponsorship of the planned 
construction and on its proposed utilization. 
Certain types of facilities, for example, have 
traditionally been constructed and supported by 
public funds; proposed construction or expan- 
sion of these facilities must accordingly involve 
consideration of Ihe availability of such funds. 
Similarly, the availability of funds for romod- 
oling or expanding existing facilities will be 
influenced by the nature of the present spon- 
sorship and the avenues of financial support 
whioli have already been estalflishcd. 

A number of States have developed pro- 
grams of direct grant assistance to qualifiod 
sponsora for construction of needed long-term 
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fftcilities, The possibility of involving other 
levels of government in these programs as means 
of stimulating needed construction should not 
be overlooked. State, county, and local govern- 
ments, through their programs of public assist- 
ance and aid to the aged and disabled, are al- 
ready heavily involved in financing the care and 
treatment of the long-term patient. 

The Hill-Burton program has, since its 
Inception m 1946, made gi*ant funds available 
through State agencies for the construction of 
general, chronic disease, mental, and tubercu- 
losis hospitals. Since 1984, similar funds have 
been providetl for constructing facilities offer- 
ing skilled nursing care. Integration of local 
planning into tlie statewide plan will ensure 
that Hill-Burton funds will be allocated to 
projects programed and approved by the local 
planning group. 

Additional sources of capital financing in- 
clude fundraising campaigns, charitable orga- 
nizations, foundations, programs of organized 
philanthropy, and individual bequests. Here- 
tofore, funds provided for health facility con- 
struction have been utilized principally by gen- 
eral hospitals. The increasing importance of 
long-term illness makes it essential that a larger 
proportion of the funds from these sources be 
allocated to facilities for the treatment and care 
of long-term patients. 

Finally, funds available for private invest- 
ment, if directed into facilities providing high 
quality of care, can materially assist in achiev- 
ing areawide goals for long-term cere. Fed- 
eral assistance for constructing privately owned 
nursing homes is available through the Fed- 
eral Houang Administration in the form of 
mortgage insiirancc and through the Small 
Business Administration as a direct or partici- 
pating loan. The Federal Housing Adminis- 
tration also administers a mortgage insurance 
progp:am for rental or cooperative housing and 
related facilities for the elderly. Belated facili- 
ties may include infirmaries or other inpatient 
or outpatient health facffities.’^ 


‘See Major PeUeral Aid Programs for Community 
Hospitals. (Item 4 in appendix o, Selected BlbU- 
ography.) 


Cost of Maintenance and Operation 

Although capital constimction funds are 
important, adequate financial support for 
maintaining and operating facilities for long- 
term care is of equal or gx’ealor importance. Ho 
other single factor lias as great an innuenco 
on the quality of institutional patient caro. 

Beveniie for tlio maintaining and operat- 
ing of long-term care facilities has horotoforo 
been obtained primarily fi'om direct patient 
payments and through allocation of tax funds, 
In recent years some Blue Cross plans have 
gained experience in covering services beyond 
those in general hospitals. Some plans are cov- 
ering benefit days other than for inpatient care 
in lieu of a lesser number of unused hospital 
days, thereby encouraging appropriate use of 
facilities and programs. A gi’owing number 
of plans are also oiforing benefits to those over 
ago 65 in slcilled nursing facilities, as well as 
in programs of visiting nurse services. Some 
commercial insurance companies provide in- 
surance benefits beyond hospital care under 
major medical programs. 

Despite progress in recent years, rates of 
payment by State and local welfare and public 
assistance programs in most instances do not 
cover Uie cost of adequate care for the indigent 
or medically indigent chronically ill patients 
who are their responsibility. In addition, fail- 
m*e to provide for long-tem supportive .serv- 
ices as well as short-term care has adversely 
affected the efficient utilization of existing 
facilities, and has deterred development of 
needed additional facilities. The planning 
agency, in cooperation with other groups, 
should urge State and local governments to ap- 
propriate sufficient funds to enable public agen- 
cies purchasing care and those operating long- 
term facilities, to make available the quality of 
care required.* As a supplemental approach, 
the planning group should explore the feasibil- 
ity of State, county, or local subsidies to oxist- 


'Oommlaslon on Chronic Illnesa, Ohronio imeaa in 
the Uniiea States, Volume ll, “Oaro of the Ijong-Term 
Patient,” p. 432. (Item l in appendix 0, Selected 
Bibliography.) 
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ing acceptable institutions as an incentive to 
expand their facilities and services. 

Recent and proposed changes in Federal 
legislation which would provide assistance in 
financing medical care of the aged should be 
carefully considered by the local plannhig 


group. Evaluation of the potential impact of 
these measui’es on the effective demand for serv- 
ices and on the need for long-term care facili- 
ties and programs within the area may influence 
planning objectives and the procedures pro- 
posed for their implementation. 


Personnel and Staff Shortages 


The scarcity of qualified personnel acts as a 
deterrent to the development of needed facili- 
ties and seiwices. Although personnel short- 
ages exist in virtually every field of health en- 
deavor, they are particulaidy pronounced in 
the field of long-term care. The areawido plan- 
ning agency should, therefore, be actively con- 
cerned with programs of recruitment, training, 
standards, utilization, and peraonnel policies 
within its area. 

The role of the planning agency in per- 
sonnel programs within its area will depend 
greatly on the local situation. In all cases, the 
agency should participate fully with other 
organizations and agencies, encouraging, stimu- 
lating, coordinating, or lending needed assist- 
ance. Where no programs exist, the agency 
should iuitiato them, in cooperation with other 
mtercsted groups. In many instances, the 
agency may servo as a factfinding body. Some 
of the problems that arise in this area, and some 
approaches to their solution, are discussed in 
the following paragraphs. 

Heretofore, professional specialization in 
treating and caring for the chronically ill and 
disabled has been considered less challenging 
and loss rewarding than work with the acutely 
ill. Relatively larger proportions of qualified 
personnel have accordingly been attracted to 
other areas of health service. This lack of pro- 
fessional interest, compounded by use of avail- 
able health competencies at less than peak ef- 
fectiveness, presents a major obstacle to at- 
tempts to develop a comprehensive program of 
long-term services. 

Improvement in personnel policies and 
worlnng conditions will strengthen tlio competi- 
tive position of long-term care facilities, and 


provide a firmer basis for an active recruitment 
program. Additional measures to aUeviato 
shortages include: review and reassignment of 
functions witliin a facility to make more effec- 
tive use of trained jiersonnel; joint utilization 
of specialized personnel by two or more facili- 
ties or agencies; and the development of in- 
servico training programs. The possibility of 
more extensive use of qualified part-time or 
seraii'ctired personnel, volunteers, technicians, 
and aides to supplement the services of pro- 
fessional personnel, should not be overlooked. 
Moreover, the development of facility-based 
programs for training the family to care for tlie 
patient at homo would assist in conserving 
skilled manpower. Selection of the particular 
measures to be used in a given local situation 
will depend upon the types of staff skills needed, 
the availability of qualified personnel within 
the planning area, and the probability of a px’o- 
ductive response to recruitment efforts. 

In addition to the shortage of skilled 
personnel, the related problem of standards for 
the various staff compotenoies should be re- 
viewed. Ill the interest of improving patient 
care, those standards that are not commensu- 
rate with the desired quality of care should be 
recommended for revision, and proposals should 
bo made for reassignment of present staff to 
functions more appropriate to their skills, 

Eiually, efforts should be made to incron.se 
the pool of available health manpower through 
programs of professional education and inseiw- 
ico training, and to induce a greater jiroportion 
of trained peraonnel to enter the field of long- 
term care, Current jirogTaras of medical, nurs- 
ing, and social work education should be 
reoriented to place increased emphasis on the 
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characteristics and treatment of the long-term 
patient and on his needs for service. Ti’aming 
programs for licensed practical nurses and 
nurses aides should ho expanded and recruit- 
ment activities intensified. 

More emphasis should ba given to training 
personnel already engaged in providing service 
to long-term patients. A grooving number of 
official and voluntary health agencies are offer- 
ing financial assistance for training programs 
for nursing home personnel. Similarly, hos- 
pitals and professional associations are giving 
more recognition to inservice education and 
training programs. Problems of financing 

Orgaktizational, 
AND Regulatory 

In most commitnttebs, services for the chroni- 
cally ill and disabled are marked by division of 
regulatory responsibility and lack of coordina- 
tion of activity and objectives. These condi- 
tions, •whioli result from the historical pattern 
of development of long-term care, present sev- 
eral problems wliioh must be evaluated and re- 
solved if an effective pattern of services is to be 
achieved. Consideration of these problems is 
essential to identify need for changes in pat- 
terns of organization, administrative practice, 
and regulations and standards. 

Unsuitable Facilities and Programs 

Some institutions and programs originally 
established in response to a specific community 
need may now have outlived their period of 
maximum effectiveness. Because of the nature 
of their programs, limited objectives, and the 
quality of the services, or because of the physi- 
cal condition of structures, these facilities and 
services may not be suitable for incorporation 
in tlie proposed pattern of coordinated services. 
Depending on the character of the deficiencies, 
determinations must be made and agreements 
reached as to the alternatives of modernization 
of the structures j redirection of program 


these programs must be recognized and addi- 
tional financial resources developed for train- 
ing in needed slcills and competencies. 

Training programs for paramedical per- 
sonnel, particularly those in the various 
therapies and in social work, are not being 
fully utilized; tlieso programs should bo made 
more attractive through modeinization of cur- 
ricula, active recruitment, and direct financial 
assistance to personnel attending. In all pro- 
grams, opportunity should be provided for 
training and experience in all tlio settings in 
which patients receive care, including their 
own homes. 

Administrative, 

Considerations 

emphasis; possible combination with other pro- 
grams; conversion to other use; or elimination. 

Similarly, agencies whoso primary objec- 
tives are no longer appropriate, or which are 
operating iuefiicicntly, should be persuaded to 
modify their programs, combine with other 
agencies, or terminate their activities in the in- 
terest of more effective utilization of available 
funds and resources. 

Fragmentation of Responsibility 

In most communities, responsibility for 
providing services to long-term patients is di- 
vided among a number of agencies and institu- 
tions. Programs of medical care, visiting nurse 
services, nursing and custodial care, social work 
services, and restorative services are frequently 
provided by different organizations. Each has 
its own objectives and responsibility for only a 
limited aspect of care or treatment, or for a re- 
stricted group of eligible peraons. 

Under this fragmented approach, little con- 
sideration is given to the patient’s total needs, 
or to the interrelated nature of these needs. Ar- 
rangements for appropriate services or for 
transfer between services, become more difficult, 
with resulting higher patient costs, inefficient 
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use of services, and loss than optimum patient 
care. Problems of patient management become 
magnified, because of the loss of continuity of 
physician services and the difficulty of followup 
by related service personnel. In the interest of 
more effective treatment and continuity of pa- 
tient care, the various responsibilities for pa- 
tient care must be identified and efforts made to 
coordinate the I’elatod activities into a compre- 
hensive pattern of services more closely attuned 
to the patient’s total needs. The areawide 
planning agency provides the logical mechanism 
through wliich this can be accomplished. 

Low Licensure Requirements 

In a number of States, failure to establish 
or to enforce adequate standai*ds of construction 
and care has encouraged the development of 
nursing care facilities providing a low quality 
of service. Preemption by these institutions of 
tlie existing demand for services has, in some 
areas, inhibited the development of more ade- 
quate facilities. A favorable climate for im- 
provement of care and services should be 
provided by raising requirements and by de- 
veloping more effective procedures for their 
enforcement. 

Primary responsibility for establishing and 
enforcing standards for patient safety and ade- 
quacy of basic services in these facilities rests 
with the Stale licensing authority, which in 
most instances is the State health department. 
This authority should be stimulated to review 
licensure requirements and the effectiveness of 
oiiforcoraont procedures. Whore other agencies 
of State government are involved in the licens- 
ing process, recommended procedures for im- 
provement should be developed on a cooperative 
basis. In this connection, special consideration 
should bo given to the adequacy of stmctui'es 
that have been converted from otlier uses. As a 
minimum, the areawide planning agency should 
strongly recommend and work toward gradual 
elimination of all hospital and nursing facilities 
located in converted dwellings. 

In some States, power to impose additional 
licensing requirements is vested in agencies of 


county and municipal government. The plan- 
ning agency should enlist the active support and 
cooperation of these groups to assure a more 
effective inspection and enforcement program. 

Inadequate Service Standards 

In tliB interest of improved patient service, 
appropriate standards of perfonnance and of 
program adequacy are needed. In many facil- 
ities and programs, inadequate consideration 
has been given to such factors as the availabil- 
ity and use of consultative and rehabilitative 
services, adequacy of staff training and educa- 
tion, maintenance of appropriate patient rec- 
ords, and periodic i>atient evaluation. Present 
standards of patient care which may be con- 
sidered for adoption by the planning agency, in 
whole or in part, include the registration pro- 
gram of the Joint Commission on Accreditation 
of Hospitals; the standards of medical and 
nursing care approved by the American Medical 
Association, the American Nursing Horae Asso- 
ciation, and the American Hospital Association; 
the standards of the American Nurses Associa- 
tion; and those adopted by the National Social 
Welfare Assembly,® * * 

The standards accepted by the planning 
group should be recommended for adoption by 
all participating facilities in tlie area. While 
immediate conformance may not bo possible, 
demonstrated progress toward compliance with 
these standards should be required as a condi- 
tion for continuing participation by the facility 
in the areawide planning process. 


Care of the OhronicaUj/ III and Aged, 
Approved by the Board of Trustees of the American 
Hospital Association, 1061. (Item SO in appendix O, 
S elected B IbKog raphy. ) 

* Oxiidea /or Medical Oare {n l^nrsing Homes and 
Related Facllitieaj Approved by the American Medical 
Association, the American Nursing Home Association 
and the American Hospital Association, 1960, (Item 
40 in appendix O, Selected Bibliography.) 

" Standarda of Oarofor Older People in Ins tiiulionSf 
3 volumes, National Social Welfare Assembly, Inc,, 
New York, 1053. (Item 43 in appendix O, Selected 
BlbllographyO 


35 


1mc\ of Continuity of 
Patient Information 

The changing needs of the Jong-tenn 
patient may occasionally require his transfer 
from one facility to another more aiDpropriato 
to liis changed status. At these times, the prob- 
lems of proper diagnosis and development of 
suitable plans for care would be materially 
lessened if information developed in earlier 
phases of treatment were made available, under 
appropriate safeguards, to tlio receiving facil- 
ity of service. 

Ideally, tliis information should be fur- 
nished in advance of actual patient transfer. 
As a minimum, case summaries should be for- 
warded when the patient is transfei’red to 
another facility or service. The areawide 
planning agency could stimulate and assist in 
the development of a standard referral form to 


expidito the transfer of essential information 
between facilities. 

Zoning Problems 

Zoning regulations in some areas may pro- 
sent barriers to proposed construction of needed 
facilities at locations which would be most 
advantageous in terms of pro.ximity to antici- 
pated patient sources or to related medical or 
other long-term facilities. In other instances, 
absence of adequate zoning restrictions may 
pewnit eventual deterioration of an area in 
which facility construction is being planned. 
Such factors as zoning laws, trends in land use, 
and land costs should bo carefully considered 
by the aroawide planning agency in terms of 
tlieir present and future impact on planning 
objectives. 


Social and Cultural Attitudes 


Lack op wroEsmiiAD public underatanding of 
the magnitude and urgency of the need for 
long-tei*m care facilities and services presents a 
major problem to tlie development of effective 
measures to meet this need. There is, more- 
over, little understanding of the necessary com- 
ponents of good programs of clironic care. Ex- 
tensive programs of community education are 
required to stimulate public awareness of the 
growing problems of long-tei'm care and to 
develop a sense of community responsibility for 
assuring adequate, properly staffed facilities 
and services for long-term patients. 


The need for community education is es- 
pecially evident in tire field of care and support 
of the aged and infirm. Tiro specialized nature 
of the services required by this group and the 
lack of appropriately organized programs of 
service are only beginning to bo recognized. 
The areawide planning agency should evaluate 
public attitudes toward the problems of clrroruo 
illness and disability iir order to successfully 
implement its long-term care program. If it 
fails to stimulate public interest in and recog- 
nition of the needs of long-term patients, its 
attempts to attract public support will be seri- 
ously hampered. 


Professional Attitudes 


Beoattsb op ADinirisTRATrvE and financing prob- 
lems, hospital administrators and boards of 
trustees have, for the most part, shown little 
interest in establisliing needed facilities and 
services for patients with long-term illness. 


Organizations and individuals currently in- 
volved in providing long-term services are re- 
luctant to accept proposed changes affecting 
the organization or administration of their pro- 
grams. Physicians and persons in the other 
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health professions tend to consider care of long- 
term patients less interesting and less reward- 
ing than work in other fields of health endeavor, 
and have been diverted to areas of professional 
interest considered more attractive. 

Positive action by the planning agency to 
reorient these attitudes of professional gi'oups 


is essential if a coordinated plan for liigli qual- 
ity services is to he acliieved. Because of their 
key positions in the management of patient-s, 
physicians and hospital administrators, in pai*- 
ticular, must be stimulated to assume major 
roles in planning and organizing long-term 
services into a comprehensive pattern of care. 
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Chapter VI 

Developing and Implementing 
the Afeawide Plan 


ABEAWiDBpi:.AjfNiNG, Tvhicli affects the interests 
of many people and groups, is something more 
than the formalization of a blueprint for specific 
action, It must be viewed as a continuing dy- 
namic process, responsive to the changing 
characteristics of the population and adaptable 
to shifting needs. Successful implementation 
of an area wide program for long-term care fa- 
cilities and services will depend upon the 
quality of leadership exercised by the areawide 
planning agency and the degree of cooperation 
generated among the various organizations and 
agencies toward acliieving planning objectives. 
The value of planning is dependent upon its 
acceptance, and acceptance, in turn, is affected 
by the understanding and involvement of lay 
and professional individuals and groups who 
can contribute both to the planning and to pro- 
gram implementation, 

■Wliile the specific problems to be resolved 
will depend upon the characteristics of the local 
situation, certain general considerations will be 
applicable to all areas. In this context, plan- 
ning consists of the following steps, several of 
which may occur concurrently ; 

Hecognition of the existence of an areawide 
problem of such magnitude that its solution 
requires the cooperative activity of a number 
of organizations and agencies. 

Organization of an areawide planning 
agency with a governing body drawn from 
the top echelon of lay and professional com- 
munity leadership.^ 

Establishment of written agreements with 
other community planning groups defining 

’See recommendatlona In Areaxcide Planning fw 
Sasgitalt and Related HeaUh PaoiUUee, p. 16 (item 
10 In appendix O, Selected Bibliography.) 
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collaborative functions and specific spheres 
of interest and concern. 

Fact gathering, research in depth when ap- 
propriate, and analysis of data. 

Delineation of problems through data in- 
terpretation and review, determination of 
gaps in services, and identification of plan- 
ning objectives. 

Establishment of standards and criteria, 
based on those recommended by qualified na- 
tional bodies, for measuring planning pro- 
posals. 

Stimulation of individual organizatons and 
agencies to consider the findings and recom- 
mendations of the areawide planning agency 
in their self-evaluation and planning. 

Development of demonstrations, when ap- 
propriate, along with research to evaluate 
results. 

Establishment of ad hoc groups to study 
and seek solutions to specific problems de- 
lineated by the areawide planning agency. 

Review of planning proposals developed by 
individual organizations and agencies or by 
ad hoc gi’oups to determine whether they 
meet standards and criteria established by 
the areawide planning agency. 

Phasing of planning proposals, when re- 
quired, on a short- and long-term basis. 

Followup, on appropriate occasions, to as- 
sure community understanding and support 
in implementing planning proposals. 

Ongoing evaluation of progress in achiev- 
ing planning objectives. 

^ Revaluation of planning detei’minations 
m terms of new developments or new infor- 
mation. 



Organization por Planning 


Tub onGANizA'iTON for planning must bs suit- 
able to the planning function to be performed. 
It must have the authority and capability to 
achieve its objectives. Planning for long-term 
facilities should proceed hand in hand with 
planning for short-term acute illness facilities 
as part of the total areawide planning activity. 
Because such problems do not exist to the same 
degree in all communities and areas throughout 
the country, they must bo examined and re- 
solved by local initiative through the develop- 
ment of short- and long-range planning objec- 
tives geared to the needs of the area. 

A major factor in assuring the develop- 
ment of coordinated planning objectives which 
will be supported by the community is adherence 
to sound principles in organizing and designat- 
ing membership on the governing board of an 
areawide planning agency. Basic principles re- 
lating to the organization and function of such 
an agency are set forth in the joint report of 
the American Hospital Association and the 
Public Health Service, “Aroawide Planning for 
Hospitals and Related Health Raoilities.” 
Poremost is the principle that the areawide 
planning agency should have a governing body 
comprising members drawn from the top eche- 
lon of lay and professional community leader- 
ship. The agency should be organized on a 
permanent basis, with sufficient stall and operat- 
ing funds so that it can adequately discharge 
its responsibility to the community. 

Since other planning groups in the fields 
of patient care, health, welfare, and physical 


planning may already exist in the area, it ia 
important to correlate the functions of an area- 
wide planning agency for patient care facilities 
with the fimctions of these other groups and to 
recognize their spheres of interest and concern. 
Such correlation may take time, but upon its 
success will rest the future acceptance by people 
and groups already involved in serving the long- 
term patient. Through this correlation of ef- 
fort, the areawide planning agency may gain 
access to pertinent information and to the serv- 
ices of staff member’s of these groups whose spe- 
cial skills will be invaluable to the planning 
process. Since the planning determinations 
will be sufficiently complex and widespread to 
create possible program and jurisdictional mis- 
understandings, the relationships that are 
worked out should bo set forth in written agree- 
ments for formal adoption by governing boards 
of each collaborating agency. The understand- 
ing and endorsement of these planning deter- 
minations by professional organizations and 
societies concerned with the problem will help 
to achieve community acceptance. 

Close cooperation should also be developed 
with State and local government agencies re- 
sponsible for healtfi, welfare and licensing. In 
particular, collaboration should be developed 
with the State Hill-Burton agency, whioh is 
charged by statute with the preparation of an 
annual State Plan for both long- and short-term 
patient cere facilities. The areawide planning 
agency should be foi’mally recognized by the 
State Hill-Burton agency. 


Data Required for Planning 

Collection, tabijlation, and analysis of data mittee composed of representatives of col- 

are essential to the planning process. Avail- laborating planning agencies.^ The indmdua s 

ability of adequate and valid data provides a selected should be qualified m procedures for 

sound basis for delineating problems, identify- data collection, tabulation, and analysis, an 

ing gaps in service, and determining planning in faoiliteting access to required sources of 

ob]ectiv6s» B ef ore iiTidertakingth& task of data information, ^ j 

collection^ an areawide planning agency should As the first step in collecting basic 

consider the formation of a joint teclinical com- current studies and surveys of long-term pa len 
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care facilities and services should be examined. 
Kext, using the data thus collected, supple- 
mented as necessary by agency surveys, a series 
of profiles should be developed as part of a 
qualitative inventory of present facilities and 
programs in the area and of estimates of cur- 
rent and potential demand for care. These may 
be listed as follows : 

Profile of existing facilities and services: 

Numbers, type, size, sponsorship, structural 
and functional condition, admission policies, 
and relationships with other facilities and 
services. 

Profile of current patients: 

Numbers, type, length of stay, rate of flow 
into and out of facilities, method and amount 
of payment. 

Profile of available medical and related 
personnelt including professional groups: 

Data covering physicians, dentists, profes- 
sional and practical nui-ses, aides, special ther- 
apists, social workers. 

Profile of population: 

Trends, ago groups, concentration, socioeco- 
nomic and cultural characteristics, and prev- 
alence of chronic illnesses. 

Profile of topography: 

Transportation routes and costs, natural bar- 
riers, shopping centers, and location of facilities 
and services. 

Profile of socioeconomic conditions: 

Income, housing, aging centers, and educa- 
tional and activity opportunities. 


From the above profiles, estimates of re- 
quirements may be developed, including: 

Current requirements — met and unmet: 

These would be based on such factors as pop- 
illation characteristics, morbidity rates, type 
and amount of financial support, and the char- 
acteristics of inpatient population, both in hos- 
pitals and in nursing homes. 

Potential requirements: 

These would be based on the effect of changes 
in population, in morbidity rates, and in financ- 
ing methods as well as on new systems of rela- 
tionship between services. 

In some instances preliminary review and 
analysis of basic data will reveal problem areas 
requiring more intensive examination and 
study. In such situations a research program, 
carried out in depth, may be appropriate. Here 
again, technical committees of qualified people 
can greatly assist in developing research pro- 
tocol and in suggesting procedures for develop- 
ing community understanding and support. 

To assure that the goals established lor the 
p] aiming process are being achieved, procedures 
adopted for data collection and analysis should 
ho revaluatod at regular intervals. Arrange- 
ments should be made for regular review of 
procedures with collaborating groups and co- 
operating government agencies so that the data- 
gathering programs may be correlated with 
those carried out by these agencies. 


Developing Conclusions and Recommendations 


Tim VALiDiiT of pittiming conclusions will de- 
pend upon the degree of judgment that can be 
brouglit to the interpretation of data and to the 
review of the complex pattern of needs and 
obstacles involved in the planning process. 
Particularly in the delineation of problems that 
exist in the planning area will the staff of the 
areawide planning agency benefit from the 
guidance of members of the agency’s governing 
body. This body may also wish to request col- 


laboi'ating planning groups to appoint repre- 
sentatives to a joint planning policy coirunittoe 
which can participate in interpreting data and 
in reviewing problem situations. 

The adoption of professional and jjhysical 
standards is essential to the accurate delinea- 
tion of existing problems as well as to the review 
of planning proposals developed by individual 
organizations and agencies. In addition, prin- 
ciples of sound financing require the dovelop- 
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ment of criteria for efficient operation of 
programs and prudent use of resources. These 
criteria may relate to size, location, and staffing 
of a service facility or an operating agency. 
Standards and criteria published by qualified 
national bodies, such as the American Hospital 
Association, American Medical Association, 
Federal Housing Aiitliority, Joint Commission 
on the Accreditation of Hospitals, American 
Nurses Association, National League for Nurs- 
ing, and the Public Health Service, will servo 
to guide an area wide planning agency in estab- 
lishing realistic standards and criteria lor its 
planning area. 

Data obtained for each long-term patient 
care facility should be sufficiently detailed to 
permit a reliable evaluation of the effectiveness 
of its services; appropriateness of location in 
relation to the population being served and to 
other patient care facilities; appropriateness of 
sponsorshii) ; admission qualifications; pay- 


ments for service; and structural potential for 
expansion, addition of new services, or convor- 
sion to other uses. Only those facilities found 
to be currently or potentially acceptable for 
service should be considered for inclusion in 
determining future planning objectives, 

Certain vested interests in the area will bo 
directly affected by the conclusions and recom- 
mendations that are developed and by the stand- 
ards and criteria that are established. In gen- 
eral these interests are professionally oriented 
and can be expected to support planning deter- 
minations. However, their acceptance can be 
more readily obtained if professional commit- 
tees are set up to review planning determina- 
tions and advise on matters of policy. The 
assistance of membership associations of phy- 
sicians, nurses, and other professional groups, 
and of hospitals, nursing homes, and homos for 
the aged should be sought in setting up such 
committees. 


Involvemeis^t op Organizations and Agencies 


Tnia VALiorry of planning doterminations and 
the degree to which program ohiectivos can bo 
attained will bo influenced by the extent to 
which the aroawide planning agency can 
achieve close cooperative relationships with 
other organizations and agencies active in pro- 
moting health, patient care, and State and local 
plaiming. 

Local community hospitals should be urged 
to accept a major role in the pattern of services 
to bo developed for long-term patients. Agree- 
ments with these institutions should be worked 
out early in the planning process in regard to 
their acceptance of responsibility for key activi- 
ties, and for effecting necessary changes in 
physical organization, current patterns of 
operation, and existing functional relationships 
with other facilities and programs in the area. 

Out-of-institutional programs also play an 
important role in providing needed services to 
the long-term patient. Pertinent data on these 
programs should be developed and an evalua- 
tion made of the adequacy of existing pi'ograms, 


quality of service, and potential for future use. 

In counseling with individual facihties and 
progi’ams in the area, staff of the area wide plnn- 
nmg agency can interpret general planning 
determinations and tlie findings arising from 
evaluations of specific facilities and progi'ams. 
Each organization and agency should bo en- 
couraged to form its own planning group to 
study information developed by tlie areawido 
planning agency, to define its specific com- 
munity role, and to initiate the development of 
realistic programs and plans. Staff can assist 
this group by suggesting questions that should 
bo considered and by reporting on other facili- 
ties and services in the area which may supple- 
ment services or duplicate facilities. 

Wlien major planning problems are 
identified that cannot be solved through the 
efforts of one organization or agency, the area- 
wide planning agency may suggest that an ad 
hoc group be established to study the problem 
in depth and to develop alternate solutions. 
Membership on such a committee should be 
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drawn from orgamzations and agencies that 
linTe an interest in the problem and from people 
who have demonstrated their ability to con- 
tribute to the dclinoation and solution of com- 
munity problems. 

Physician participation in the program is 
essential to assure proper medical management 
of the patient, the adoption of appropriate pro- 
fessional standards, and the coordination of 
services required to meet patient needs. Deci- 
sions as to patient placement, imovision of 
specialty services, and scheduling of possible 
transfer should involve the physician, in co- 
operation with hospital administratoi“s, hospital 
and visiting nurses, and social workers, as in- 
dicated. 

Chronic illness centers, which provide in- 
formation, referral and counseling services, 
should be encouraged to participate in tlie plan- 
ning process. Such centers serve as n local 
point for assisting any obronically ill person, 
regardless of his referral source, by providing 
information, consultation, and referral to an 
appropriate facility whether for needed diag- 
nostic procedures or for care and treatment. 

Local planning and coordinating organi- 
zations in the health and welfare field have an 
important role in plamiing long-term care fa- 
cilities. lAHienevei' possible, they should bo 
mvolved through formal cooperative relation- 
ships, such as representation on the board and 
participation in ad hoc committees. Agree- 
ment on respective functions should bo reached. 
Channels of communication should be developed 
so that reports and findings on such matters of 
mutual interest as identification of needed serv- 
ices may readily be brought before the areawido 
planning agency. Such cooperative relation- 
ships should be sought with conrmunity welfare 
councils, health councils, and hospital councils. 

Local health departments, through their 
legal and administrative responsibility for com- 
munity health problems, can exert a direct and 
authoritative influence on the nature and quality 
of community services. Their knowledge of 
local needs and of existing community resources 
should place them in a favorable position for 
stimulating activity in the field of long-term 
care, developing appropriate motivations, and 


acting as catalysts for necessary action. Their 
direct concern with health maintenance pro- 
grams and with problems of prevention and con- 
trol accentuates the need for early involvement 
of these agencies in the planning j^rocess and 
for securing their continuing support in imple- 
menting the program. 

Similaidy, local welfare departments have 
long been instrumental in providing and financ- 
ing various medical care services for the needy 
and indigent. As purchasei's and providers of 
care and service for welfare recipients, these 
organizations have a direct influence on the de- 
mand for long-term care and on the quality of 
services being provided. Close cooperative re- 
lationships must be developed with these agen- 
cies if coordinated planning is to be effective. 

Eesponsibility for developing a statewide 
plan for hospital and medical facilities, includ- 
ing those for long-term care, is vested in the 
State Hill-Burton agency. By establishing 
dose collaborative I’olationships with that 
agency, the areawide planning agency can bo as- 
sured of consultation, guidance, and direct as- 
sistance in formulating areawide planning 
objectives, and of subsequent endorsement and 
support of recommended projects. Recogni- 
tion of the local planning gi’oup’s cooperative 
affiliation with theHUl-Burton agency will help 
to promote local acceptance of its planning de- 
cisions and recommendations for construction. 

Coordination of State and local planning 
efforts would assure that area wide planning will 
bo in accord with the planning guidelines and 
teelmiques endorsed by the Hill-Burton Slate 
agency. Incorporation of local decisions into 
the statewide plan and program for construc- 
tion would be more easily realized. Moreover, 
there would bo greater assurance that grant 
funds available under the Hill-Burton program 
would bo allocated to desirable projects within 
the area. Endorsement of proposed construc- 
tion projects by the areawide planning agency 
should be a prerequisite to allocation of Hill- 
Burton funds. 

Other State organizations mvolved in the 
prevention, care, and treatment of long-term 
illness inchide State mental health agencies, in- 
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atitutional authorities, programs for tubercu- 
losis prevention and control, and departments 
of vocational rehabilitation. Development of 
cooperative relationship between these pro- 
grams and the areawide planning agency would 


provide mutual benefits through interchange of 
information, proper allocation of responsibility, 
improved utilization of available services, and 
better programing of needed facilities and 
services. 


Review and Phasing oe Planning Proposals 


Tub bitioacy of an areawido planning agency 
will be evidenced by the skill wiLh which it bal- 
ances proposals for construction or develop- 
ment of services against the needs of the plan- 
ning area and the availability of iinancing, and 
by tliQ extent to which it achieves desirable mod- 
ifications of existing facilities and services. 
Procedures for handling planning proposals 
submitted by individual organizations and agen- 
cies, or by ad hoc groups, sliould bo developed 
early in the planning process. Those should 
include the method for submitting proposals, 
procedures for consultation, rules for both pri- 
vate and public hearings, and provision for pub- 
lic announcement of support or disapproval. 
Throughout the pi’occss, primary emphasis 
should bo placed upon the needs of the area as 
a whole, ratlier than on any one segment of the 
population or on the interests of a particular 
group. 

In some areas, the number of desirable plan- 
ning proposals may exceed the availability 
of financing. Under such circumstances the 
areawido planning agency will find it neces- 
sary to develop, jointly with all intcriated par- 
ties, an acceptable pattern for phasing planned 
facilities and services. Some proposals will be 
given short-term priority while others will re- 
ceive a long-term priority. In determining 
priorities, the arenwicle planning agency should 
consider both the need for a particular facility 


or service and the ability of individual organ- 
izations and agencies to secure necessary fl.- 
nancing. 

Of importance to phasing proposed con- 
struction is the development of a detailed body 
of knowledge of existing and potential resources 
for capital financing. Availability of this 
information will help to stimulate needed con- 
struction, to encourage responsible sponsorship, 
and to develop an orderly schedule for con- 
struction of needed facilities. Possible sources 
of construction financing which should be in- 
vestigated include : Federal, State, and local tax 
funds; philanthropy, both private and insti- 
tutional; private investment capital; public 
bond issues; accumulated capital revenues; 
fund-raising activities; and private borrowing. 
In addition, other potential sources of capital 
funding should be explored, including those less 
commonly used in the field of long-term facil- 
ity construction, such ns labor unions and char- 
itable organizations. 

The areawide planning agency should as- 
sume responsibility for active assistance to 
sponsors of approved construction, through 
formal endorsement of requests for capital 
funds and by support of specific projects in 
fund drives. Similarly, planning proposals 
not in conformance with estabished planning 
objectives should bo actively discouraged 
through dissuasion and by refusal of endorse- 
ment for financial assistance. 


Continuing Review and Revaluation 

As PART of its planning responsibility, tlie area- tinning programs of review and evaluation of 
wide planning agency should undertake con- the various factors affecting the availability 
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aiid quality of patient services. The informa- 
tion thus developed will provide needed bases 
for necessary action. 

In many areas, attempts to improve jDatient 
service in long-term patient care facilities have 
been hampered by low State licensing require- 
ments. To assure adequate quality of construc- 
tion and patient care, an areawide planning 
agency should encourage and support programs 
designed to review minimum standards of 
construction and operation and to stimulate 
upward revision. Conformance to these stand- 
ards should be required as a prerequisite to ac- 
ceptance of an existing or i)roposecl facility in 
the planned pattern of long-term care. 

Studies of payment practices and of ade- 
quacy of operating income of facilities and pro- 
grams within the area should be initiated and 
encouraged. Possible expansion of prepay- 
ment benefits to such services as skilled nursing 
care, rehabilitative services, and homo care 
should be exidored, Inadequate payment for 
long-term patient care services by State and 
local welfare agencies have frequently resulted 
in difficulty in patient placement and in pro- 
vision of low quality patient care. The area- 
wide planning agency, in cooperation with 
State and local organizations and voluntaiy 
groups, should stimulate the developmoni of an 
active program of publicity, education, and 
direct appeal to appropriate authorities to de- 
velop more adequate State and local financing 
of services based on a system of full cost 
reimbursement, 

Public understanding and approval of the 
activities of the areawido planning agency will 
be reflected in the degree to which planning 
objectives and recommendations are accepted by 
organizations, agencies, and individuals pro- 
viding loiig-lerni patient care. Per this rea- 
son, procedures should be developed for ade- 
quate publicity throughout the area through 
published reports, organized presentations, 
news releases, and radio and television pro- 
grams. SiDecial groups such as service orga- 
nizations, chambers of commerce, union groups, 
and influential individuals should be kept in- 


formed through regular distribution of appro- 
priate publicity and progress reports. 

The planning process can never be static. 
Wew developments and now information will 
necessitate periodic revaluation of planning 
determinations, Eevaluation procedures should 
be built into the planning process to allow the 
governing body of the areawide planning agen- 
cy and all collaborating planning bodies to 
effect necessary modifications in accordance 
with changing conditions. As new situations 
develop, the areawide planning agency should 
stimulate the establishment of more appropri- 
ate patterns of patient care and, where feasible, 
the realignment of existing facilities to meet 
the changed needs. 

A number of developments are occurring 
with which the area wide planning agency will 
wish to keep abreast. Stimulated by corporate 
and largo individual givers, several cities have 
embarked upon united campaigns to raise 
money to construct short- and long-term pa- 
tient care facilities. Since there is consider- 
able competition for funds raised by this meth- 
od, an established and accepted procedure for 
review and hearings can be of great importance 
to community accoptaiico of united fund 
objectives. 

An area wide planning agency can serve in 
other ways to assist the planning i)rocess. It 
can employ technically qualified personnel, 
such as architects and engineers, to iwiew 
plans and specifications and to oversee the let- 
ting of contracts. If consultants in specific 
specialties are retained, they can also give ad- 
vice and guidance to sponsors of prosjDective 
and existing facilities and programs. The 
agency can explore the need for coordination 
of programs of education and training and can 
give leadership and guidance to the initiation 
and implementation of planning in this field. 
It can investigate the need for research into 
problems related to the care of the long-term 
patient and to the administration of long-term 
patient care services, and can stimulate and 
direct the steps required to set the research in 
motion and to secure adequate financing and 
staffing, 
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Appendix A. 

BACKGROUND REFERENCE DATA 


Problems of Long-Term Illness and Care 


Prepared by 

Program Evaluation and Leports Branch 
Division of Hospital and Medical Facilities 
Public Health Service 



Facf Sheet 1 


Prevalence of Long-Term Illness 


Dimensions of the Problem 

• According to the U.S. National Health Survey, an ostiniated 74 million 
persons, or 42 percent of the civilian noninstitutional population of the United 
States, were reported as having one or more chronic conditions during the two- 
year period ending Juno 1961. 

o Of these, a total of over 19 million persons, or 11 percent of the population, 
had a chronic condition that prevented or limited their usual activity. 

For 14.2 million persons, this limitation was so severe as to result in 
an inability or reduced ability to worlr, to keep house, or go to school. 

Each person reported to have a chronic activity limitation had an aver- 
age of 1.4 chronic conditions. 


Affects All Ages 

• ‘While chronic illness affects persons of all ages, a disproportionate number 
of elderly persons are affected to some extent by a chronic disability. 

Over 12 naUlion. individuals, or nearly four-fifths of all persons aged 
65 or older who were not in institutions at the time of the survey 
(1959-61), had some kind of chronic condition— nearly twice the propor- 
tion of individuals in the general population. 


Severity of Chronic Conditions 

• As age increases, the impact of chronic illness becomes more severe. Thirty- 
eight percent of persons 65 year’s of age and over were limited in major ac- 
tivity, in contrast to 4,8 percent of those aged 17-44. 

• During 1959-60 some 2.8 billion days of restricted activity resulting from 
illness or injury were experienced— an average of 16 days per person in tire 
civilian noninstitutional population of the United States. 

• Older persons report more disability days than do younger persons. 

Persons under 46 years of age averaged 12 days per year, compared with 
about S8 days per person aged 65 and over. 



® Bed-disability days totaled 1.1 billion, or more tlian one-third (37 percent) 
of the total days of restricted activity. 

Persons aged 65 and over averaged 14 days per person, in contrast to 
about 4 to 8 days per pei’son in the younger ago groups. 

Duration of Chronic Limitations 

• Nearly 6 million poi’sons, or 42 percent of the 14.2 million •with chronic 
limitations affecting their major activity, had their present degree of limita- 
tion for 6 years or more. 

® Move than 6 million ■were so limited from 1 to 4 years and 2.1 million had 
such chronic activity limitations for less than a year. 

Conditions Most Frequently Reported 

® During 1959-Gl, the chronic conditions most frequently i*oported as causes 
of activity limitation were heart disease, arthritis and rheumatism, mental and 
neiwous disorders, higlx blood pressure, impairments of lower extremities and 
hips, visual impairmeixt, and paralysis (complete or partial) . 
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Fact Sheet 2 


Characteristics of Long-Term Patient Care 


General Hospital Care 

0 TliG average length of stay in general stort-stay hospitals increases sub- 
stantially with the age of the patient. 

According to the U.S. National Health Survey, during 1958-60 the 
average hospital slay for the civilian noninstitutional population was 8.4- 
days in these hospitals; children under 16 years of age averaged 6.0 days, 
and persons aged 65 and over had an average of 14.9 days. 

O More than one-fourth of the total hospital days for patients discharged from 
general short-stay hospitals was for a hospital stay exceeding one month. 

For patients 65 and over, nearly two-lifths of the days were for stays 
of 31 days or longer'. 

Mental Hospital Care 

® The proportion of older pei'sons in mental hospitals has been increasing 
mai'kedly. 

In 1958 on any given day about one out of evci-y three beds in public 
menial hospitals in the United States was occupied by a person aged 66 
or older. 

Since 1939, the ratio of persons aged 65 and over hospitalized for mental 
illness to the total aged population has increased 40 percent, while for all 
otlier age groups there has been a steady decrease in the ratio. 

Tn 1958, first admission rates to public mental hospitals showed a sub- 
stantial increase with advancing age, particularly among those aged 65 
and over. More than one-fourth (27 percent) of all first admissions were 
aged 65 and over. 

These aged mentally ill who are currently in mental hospitals are about 
equally divided among the following two groups: (1) those admitted at 
younger ages and who have grown old in these institntioirs (schizophrenic 
patients constitute the greatest proportion), and (2) those admitted at 
aged 66 and over, 83 percent of whom are diagnosed as having senile and 
arteriosclerotic brain damage. 
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Nursing Home Care 

® According to tho 1953-54 Public Health Service and Commission on Clironic 
Illness 13-Stato survey, and similar recent State and local surveys, patients in 
proprietary nursing homes are aged, severely disabled, chronically ill, and stay 
for prolonged periods, 

Average ago is 80 years — ^^dth one-fourth over 85 and only one-third 
under 75 years of age. 

Two-thirds are women. 

At the time of the survey, less than one-half could walk alone; one-fifth 
were confined to bed; more than one-half were mentally confused at least 
part of the time; one-third were incontinent; and two-thirds had some 
heart or circulatory condition* 

Average length of stay, at time of 1953-54 surveys, was one year, 

® Nearly one-half of the patients m proprietaiy homes required nursing care 
which would not ordinarily be given in a pationt^s home. 

rhysicians’ Visits 

• Not only do the aged spend more time in general hospitals, hut they also 
have a higher rate of physician visits. 

During 1957-59, those aged 65 and over averaged 6.8 visits per year, in 
contrast to adults aged 25-61-, 'who averaged about live visits annually. 


Personal Care at Home 

• During 1958-69, according to the U.S. National Health Survey, approxi- 
mately 1.1 million persons in the civilian noninstitutional population reported 
they required constant or part-time personal care in their home for such activ- 
ities as dressing and eating. Members of the household provided the bulk of 
such care. 

Approximately 650,000 persons, or 60 per*ccnt of the reported individ- 
uals, required constant care. 

Paralysis, circulatory conditions, senility, and arthritis and rheuiaatism 
accounted for more than one-half of those receiving care. 

Of the estimated 3.6 million persons in the civilian noninstitutional 
population having a major activity limitation, only about ono-fourth 
(862,000) were reported as receiving some personal care at home. 

• Prevalence rate is higher among the older age groups — rising from about 
2 persons per 1,000 population in the younger ages (under 44) to 88 per 1,000 
at age 75 and over. 

Of those aged 66 and over, nearly one-fourth (23 percent) reported they 
had been receiving such care for 5 years or more. 



Fact Sheet 3 


Medical Care Expenditures 

® Persons nged 65 and over spend nearly twice as much per capita for medical 
care as the general population. 

About 28 percent of their total medical bill is for hospital care; 31 per- 
cent for physicians’ services ; and 23 percent for drugs and medications. 

* In 1959, less than one-half of the noninstitutional population aged 66 and 
older was covered by some form of hospitalization insurance, 37 percent by 
surgical insurance, and 10 percent by insurance for doctors’ visits outside tlie 
hospital. For the total population, the rates of coverage were considerably 
higher — 67 percent, 62 percent, and 19 percent, respectively. 

* The U.S. Department of Labor Consumer Price Index shows that medical 
care costs have risen more than any other expenditure category. 

Using 1967-69 prices as a base, 1961 medical care prices have increased 
11.3 percent, compared with a 4.2-percent increase during the same period 
for all commodities, including medical care items. 

Cost and Charges of Nursing Home Care 

® Costs and charges for nursing home care vary widely. In the 13 States 
covered by the 1953-64 survey conducted by the Public Health Service and the 
Commission on Chronic Illness, the median monthly charge for care was $164 — 
such charges ranging from about $90 to $200 in the various States. The range 
in individual homes was, of course, much gi’cater. Although not directly com- 
parable, more recent studies show that monthly costs range from a low of 
$100 to a higli of more than $400. Factors influencing costs are staffing, size 
of facility, comprehensiveness of care provided, and economic status of area. 

• During 1963-54, one-half of the patients in proprietary nursing homos were 
recipients of public assistance, with such funds paying the full bill for four out 
of five of these patients. 

• Public assistance payments generally lag considerably behind charges for 
similar care to private patients. 



Facf Sheet 4 


Coramuiiity Health Services and 
Facilities Act of 1961 


* Although broad in its provisions, th& Community Hoalth Services and Facil- 
ities Act of 1961 is designed to stimulate improvemonls in out-of -hospital serv- 
ices, especially for the chronically ill and aged (Public Law 87-395, October 6, 
1961) , offering additional Federal aid to ; 

State health dopartmouls for establishing and expanding out-of- 
hospilal community health services for the clironically ill and aged. 

Public and other nonprofit agencies for oxiiorimonls, studies, and 
demonstrations of now methods of providing out-of -hospital services. 

Public and other nonprofit organizations for the construction of nursing 
homes. 

® TJio 1961 legislation provided for the following: 

Increased the authorization for matching grants for the construction of 
health rosonrch facilities from $30 million to $60 million a year. 

Autliorizcd the Congress to earmark appropriations for formula gi-ants 
for specific purposes. Through this provision, increased funds are being 
made available for community health soivices. 

Vested project grant authority in the Public Health Service and author- 
ized the appropriation of $10 million a year for project grants to bo 
awarded to private nonprofit and public organizations for the develop- 
ment of now and improved community health services outside of liospitals. 

Authorized more money lor hospital research and demonstration ($10 
million annually compai'ed to tho i)rovious $1.2 million coiling) and 
liberalized tho terms so that, for tho first time, these funds can be used to 
make granl.s for portions of facilities that involve experimental design 
features or equipment. 

Increased the Hill-Burton grant authorization for nursing home con- 
struction from $10 million to $20 jnillion. 

Liberalized the provisions lor granting Hill- Burton assistance for the 
construction of rehabilitation facilities. Formerly, rehabilitation funds 
were available only for contors that offered medical, psychological, social, 
and vocational services. Under Uio new law, any nonprofit rehabilitation 
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center that will ofier medical plus one of the three other services is eligible 
for construction funds. 

Major program areas with which the studies, demonstrations and ex- 
periments deal include nursing homes, home nursing, coordinated home 
care, homemaker services, disease detection centers, community organiza- 
tion, and dental health. 



Fact Sheet 5 


Hill-Bufton Hospital and Medical 
Facilities Construction Program 


Legislative Background 

1946 

Hospital Survey and Construction Act — ^Hill-Burton Program — enacted in 
August 1946 (Public Laiv 79-726, Title VI of the Public Health Service Act) — 
authorized funds for grants to States for; 

Surveying needs and developing State Plans for constmetion of facilities. 

Assisting in constructmg and equipping needed public and voluntary 
nonprofit general, mental, tuberculosis and chronic disease liospitals, and 
public health centers. 


1949 

Amendments authorized the Public Health Service to conduct and make grants 
for research, experiments, and demonstrations relating to the eflective utiliza- 
tion of hospital services, facilities, and resources (Public Law 81-380, October 
1949). 

1964 

Amendments broadened program to provide specific grants for construction of 
public and volimtary nonprofit nursing homess, diagnostic and treatment 
centers, rehabilitation facilities, end chronic disease hospitals (Public Law 
83-482, July 1954). 

In the 1964 appropriation bill, funds wore appropriated to tlio Public 
Health Sciwice for the first time to conduct and make grants for hospital 
researcli (although authorization for such reseai'oh was provided in 1949 
amendments) . 


1968 

Amendment gave sponsors who meet the standard eligibility and priority quali- 
fications the option to take a long-term loan in lieu of a grant (Public Law S6- 
689, August 1968). 
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1961 

Community Health SeiTices and Facilities Act of 1961 (Public Law 87-395, 
October 1961) . 

Increased appropriation authorization for construction of nursing 
homes from $10 to $20 million amiually. 

Raised aimual research appropriation authorization to $10 million and 
authorized experimental and demonstration construction and equipment 
projects. 

Appropriations 

• Hill -Burton appropriations have varied fi’om $75 million for 1918 fiscal year 
to $220 million for 1963 fiscal year. 

1963 fiscal year appropriations 

$20 million for chronic disease hospitals 

$20 million for nursing homes 

$10 million for rehabilitation facilities 

$20 million for diagnostic or treatment centers 

$160 million for hospitals and public health centers 

Long-Term Care Projects Approved 

• By December 31, 1962, a total of 234 chronic disease hospital and 439 nursing 
home projects providing a total of 42,639 long-term care beds had been ap- 
proved for Hill-Burton assistance involving 

$467.8 million in total project costs 
$143.0 million in Hill-Burton funds 
$314.8 million in State and local funds 
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Facf Sheet 6 


Small Business Administration 
Construction Program 


Provisions of Program 

« Inaugurated in August 1956 (Public Law 86-S66). 

• Provides commercial loans to hospitals, convalescent and nursing homes, 
and medical and dental laboratories for : 

Construction of new facilities, expansion or improvement of existing 
facilities. 

Purchase of equipment, facilities, machinery, supplies or materials. 
Working capital. 

® Facilities must be privately owned and operated for profit and must qualify 
as a small business : 

A hosjjital qualifies if its capacity does not exceed 100 beds. 

A convalescent and nursing home qualifies if its annual dollar volume 
of receipts does not exceed $1 million. 

® Direct loans by SBA alone— statute maximum, $360,000. 

® Maxi mum maturity iroriod of an SBA loan is 10 years. 

® Maximum interest rate is 6^ percent except in designated area redevelop- 
ment areas where the interest rate may not exceed 4 percent. 

Nursing Homes Assisted 

® As of December 31, 1962, a total of 337 loans ainountmg to $23.4 million had 
been approved for nursing homes. 
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Facf Sheet 1 


Federal Housing Administration Program 

Provisions of Program 

• Housing Act of 1969 (Public Law 86-372) authorized the Commissioner 
of the Federal Housing Administration to insure mortgages for the construc- 
tion or rehabilitation of qualified proprietary nursing homes. 

Projects must be skilled nm-sing homes of not less than 20 beds. 

• FHA must receive certification fi*oin the agency responsible for administer- 
ing Hill-Burton program of State where nursing home is located that : 

Homo is needed. 

Reasonable minimum standards for licensing and operating are in force 
in State. 

Satisfactory assurance tliat such standards will be applied and enforced 
with respect to nursing homos insured imder this program. 

• Maximum interest rate is 6^ percent plus FHA insurance of one-half 
of 1 percent. 

• Maximum mortgage maturity period is 20 years. 

• Mortgage may involve up to 90 percent of Uie estimated value of the com- 
pleted project. 

Nursing Homes Assisted 

® As of December 31, 1962, FPIA approved mortgage insurance for 166 proj- 
ects totaling $80 million. 
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Facf Sheet 8 


State Licensure Programs for Nursing 
Homes and Homes for Aged 


• When tlie health department is the official licensure agency, a variety of 
administrative patterns exist; in the majority, both licensure and the Hill- 
Burton construction programs are under the same director. 

In other State health departments, licensure program functions ore 
related more closely to chronic disease and aging programs. 

® Eogardless of its administrative location within the licensure agency, there 
is usually a separate unit responsible for licensing nursing homes and homes 
for the aged. This imit works with other programs in the State health, de- 
partment such os public health nursing, public health nutrition, environmental 
health and safety, and chronic disease to bring their seiwices to nursing homes 
for the aged. 


Nursing Homes 

® All States and Territories, excluding Guam and the Virgin Island, license 
nursing homes. The licensure responsibility is assigned to several types of 
agencies. 

In 46 States and TexTitories, tlxe licensing agency is the State health 
department. In three States it is the State welfare department and in 
two Stales and the District of Columbia, agencies other tliau health and 
welfare have such responsibility. 


Homes for the Aged 

• Only Alabama, Guam, Puerto Rico, South Carolina, and the Virgin Islands 
do not license these facilities. 

In 39 States, the health department is the agency having the licensure 
responsibility. In seven States, it is the State welfare department and 
in two States and the District of Columbia, agencies other than health 
and welfare have such responsibility. 
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Tab/e 7. POPULATION: Total Population/ by Age, United States, 1900-1980 


Year (a* of July 1) 


Population (in miNlons) 


Percent of total population 

All ages 

Under 19 

20 to 44 

45 to 64 

65 and 
over 

Under 19 

20 to 44 

45 to 64 

65 and 
over 

1900 

76-1 

33.7 

28.8 

10.5 

3.1 

44.2 

37.9 

13.8 

4.1 

1910 

92.4 

38.7 

36.2 

13.6 

4,0 

41.8 

39.1 

14.7 

4.3 

1920 

106.5 

43.3 

41.0 

17.1 

4.9 

40,7 

38.5 

16.1 

4.6 

1930 


47.6 

47.2 

21.6 

6.7 

38.6 

38.4 

17.5 

5.4 

1940 


45.3 

51.6 

26.2 

9,0 

34.3 

39.0 

19.9 

6.8 

1950 

151.7 

51.4 

57.1 

30.8 

12.3 

34.0 

37.7 

20,3 

8.1 

I 960 *® 

180.0 

69.1 

58.2 

36.1 

16.6 

38.4 

32,4 

20.0 

9.2 


186,6 

73.0 

59.0 

37.3 

17.3 

39.1 

31.6 

20.0 

9.3 

Projections ! 

1970 :* 










II 

214.2 

86.6 

65.3 

42.3 

20.0 

40.4 

30.5 

19.7 

9.4 

Ill 

208.9 

81.4 

65.3 

42.3 

20.0 

38.9 

31.2 

20.2 

9.6 

1980 :^ 










II 

259.6 

108.8 

82.1 

44,2 

24,5 

41.9 

31.6 

17.0 

9.4 

Ill 

245.7 

94.9 

82.1 

44.2 

24.5 

38.7 

33,4 

I 

18.0 

10.0 


1 Includes qrmed forces overseas, 

^ Census of April 1, 1960. 

* Includes Alasl<a and Hawaii. 

* The Seiies II and ill projecHons are based on differing assumpHons of fertility. 

Source; U.S, Deparfmeni of Health, Education, and Welfare, Office of the Secretary. Health, Education, and Welfare 
Trends; 1962 Edition. Washington, D.C., U.S, Government Printing Office, p. 3 and Health, Education, and Welfare 
Indicators, December 1962, p. 1. 
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Tabie 2. PREVALENCE OF CHRONIC ILLNESS: Persons with Limitation of Activity Due to Chronic 
Conditions, by Age, United States, July 1[959'-<June 1961 


Age 

Total 

population 

PERSONS WITH ONE OR MORE CHRONIC CONDITIONS 

Total 

No 

activity 

limitation 

h 

Total 

-laving some ai 

Not !n 
major 
activity ^ 

:Hvity ilmitatio 

In amount 
or kind of 
major 
activity ^ 

n 

Unable to 
carry on 
major 
activity ^ 


Number of persons (OOO’s) 

All ages. . . . 

176,302 

73,849 

54,577 

19,273 

5,056 

10,243 

3,974 

Under 17 

61,911 

11,116 

9,996 

1,120 

580 

407 

133 

17 to 44 

63,068 

28,596 

23,943 

4,652 

1,630 

2,600 

422 

45 to 64 

35,989 

22,068 

1 5,475 

6,593 

1,803 

3,745 

1,045 

65 and over 

15,334 

12,070 

5,162 

6,908 

1,043 

3,491 

2,374 




Percent distribution of 

persons 



All ages. . . . 

100.0 

41.9 

31.0 

10.9 

1 

1 

2.9 

5.8 

2.3 

Under 17 

100.0 

18.0 

16.1 

1.8 

.9 

.7 

.2 

17 to 44 

100,0 

45.3 

38.0 

7.4 

2.6 

4.1 

.7 

45 64 

100.0 

61.3 

43.0 

18.3 

5.0 

10.4 

2.9 

65 and over 

100.0 

78.7 

33.7 

45.1 

6.8 

22.8 

1 5.5 


* Major activity refers to ability to work, keep house, or go to school. 

Source: U.S. Department of Health, Education, a r^d Welfare, Public Health Ser>dce, National Health Survey. Chronic 
Conditions Causing Limitation of Activities, United States, July 1959-1961. Health Statistics Series B— No, 36, Washington, 
D.C, U,S, Government Printing Office, October 1962, p. 19. 


raJb/e 3. PREVALENCE OF CHRONIC ILLNESS: Distribution of Persons with Chronic Activity Limitation 
Affecting Major Activity," by Duration of Limitation and by Age, United States, July 1959- 
June 1960 


Age 

Totof persons 
with major 
activity 
limitation ^ 

DURATION OF MAJOR AQIVITY LIMITATION * 

Under 1 year 

1 to 4 years 

5 years or 
more 

Unknown 

Number of persons (OOO's) 

All ages 

13,573 

2,115 

5,039 

5,680 

739 

Under 17, I 

539 

130 

213 

175 

(*) 

17 to 44 

2,887 

622 

924 

1,193 

147 

45 to 64 

4,598 

779 

1,703 

1,936 

180 

65 and over 

5,549 

583 

2,199 

2,376 

391 


Percent distribution of persons 

All ages 

100.0 

15.6 

37.1 

41.8 

5.4 

Under 17. 

100.0 

24.1 

39.5 

32.5 

(*) 

17 to 44 

100.0 

21.5 

32.0 

41.3 

5.1 

45 to 64 

100.0 

16.9 

37.0 

42.1 

3.9 

65 and over 

100.0 

10.5 

39.6 

42.8 

7.0 


1 Major acMvif/ refers to ability to work, keep house, or 90 to school, 

(*) Magnitude of the sampling error precludes showing separate estimates. 

Source? U.S. Department of Health, Education, and Welfare, Public Health Service, National Health Survey, Duratlort 
of Limitatiorof Activity Due to Chronic Conditions, United States, July 1959 **‘june 1960 . Health Statistics Series B — No, 31 , 
Washington, D,C,, U.S, Government Printing Office, January 1962 . p. 12. 

Tab/e 4. DISABILITY DAYS; Number of Restricted-Activity and Bed-Disability Days per Person per 
Year, by Age and Sex, United States, July 1959-JunG 1960 


Age 

Resiricted-octivlty days ^ 

Bed-dlsabilify doys^ 

— 

Both sexes 

Male 

Female 

Both sexes 

Male 

Female 

All ages 

16.2 

14.3 

18.0 

6.0 

5.3 

6.7 

Under 5 

10.8 

11.0 

10.6 

4.7 

4.9 

4.6 

5 to 14 

11.6 

11.4 

11.9 

5.0 

4.7 

5.2 

15 to 24 

9.8 

7.7 

11.6 

4.1 

2.9 

5.1 

25 to 44 

13.9 

10.6 

17.0 

4.8 

3.8 

5.8 

45 to 64 

21.6 

19.1 

23.9 

7.4 

6.7 

8.2 

65 and over 

37.8 

i 

36.8 

38.6 

13.6 , 

i 

13.1 

13.9 


^ A day on which the persort reduced his usual activities because of illness or injury. 

* A day on which a person was kept in bed all or most of the day because of Illness or Injury. 

Source? U.S, Department of Health, Education, and Welfare, Office of the Secretary, Health, Education, and Welfare 
Trends; 1961 Edition. Washington, D.C, U.S. Government Printing Office, 1961, p. 20, 
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Taibie 5. HOSPITAL FACILITIES AND UTILIZATION; Distribution, by Type of Hospital, United States, 

1961 


Type of hospital 

I Number of — 

Average 

daily 

census 

(000*$) 

Occupancy 

(percent) 

Averoge 
length 
of stay 
(days) 

Hospitals 

Beds 

(OOO’s) 

Admtssloni 

(OOO’s) 

All hospitols 

6,923 

1,670 

25,474 

1,393 

83.4 




Non-Fcdcral: 







Short-term general and other 







special 

5,460 

659 

23,375 

489 

74.3 

7.6 

Voluntary. 

3,305 

458 

16,974 

349 

76.1 

7,5 

Proprietary 

848 

38 

1,566 

25 

65.4 

5,8 

State and local sovern- 







mental 

1,307 

162 

4,835 

116 

71.5 

8.8 

Psychiatric 

483 

715 

376 

654 

91.6 


Tuberculosis 

222 

49 

65 

36 

73.6 


Long-term general and other 





special ‘ 

321 ' 

71 

155 

60 

84.8 


All Federal * 

437 

1 

178 

1,503 

153 

86.4 



1 




Source: American Hospllal Association, Hospitals: Part II, Guicfe Issue, 36:414-41 5, August 1, 1962, 


Table 6. UTILIZATION OF SHORT--STAY HOSPITALS: ^ Patients Discharged, Hospital Days, and 
Average Length of Stay, by Age, United States, 1958-1960 


Age 

Average annual number of discharges 

Average annual number of hospital days 

Average 
length of 
stay (days) 

Number 

(000*s) 

P«r 1,000 
persons 

Percent 

distribution 

Number 

<000‘s) 

Per1;000 

persons 

Percent 

distribution 

All ages. . . . 

19,875 

114.9 

100.0 

166,935 

965.2 

100.0 

8.4 

Under 5 

1,534 

77.5 

7.7 

11,632 

587.9 

7.0 

7.6 

5 to 14 

1,910 

54.6 

9.6 

8,928 

255.2 

5.3 

4.7 

15 to 24 

3,456 

154.4 

17.4 

18,322 

818.8 

11.0 

5.3 

25 to 34 

3,823 

172.0 

19.2 

22,954 

1 ,032.5 

13.8 

6.0 

35 to 44. 

2,872 

123.7 

14.5 

24,074 

1,036.6 

14,4 

8.4 

45 to 54 

2,246 

111.1 

11.3 

25,876 

1,279.9 

15.5 

11.5 

55 to 64 

1,851 

122.2 

9.3 

22,525 ' 

1 ,486.8 

13.5 

12.2 

65 to 74 

1,393 

141.4 

7.0 

20,112 

2,041.4 

12.0 

14.4 

75 and over 

790 

153.7 

4.0 

12,511 

2,434.5 

7.5 

15,8 


^ Hospitals In which most patients slay ior loss than 30 days, 

Sources U,S, Deparlment of Health, Education, and Welfare, Public Heallh Service, National Health Survey, 
Hospital Discharges and Lengih of Stays Short-Stay Hospitals, United States, 1958-1 960. Health Statistics Series B-No, 32, 
Washington, D.C., U.S. Government Printing Office, April 1962, p, 14. 
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Tcr6/G 7, HOSPITAL STAY? Percent Distribution of Patients Discharged and Hospital Days, by Length- 
of-Stay intervals and by Age, Short-Stay Hospitals,^ United States, 1958-1960 


Age 

Length-of-stay intervals 

Total 

1 day 

1 

2 to 5 days 

6 to 14 days 

15 to 30 days 

31 days 
and over 

Unknown 


Percent of patients discharged 

All ages. . . . 

100.0 

10.9 1 

46.9 j 

30.6 

8.0 

3.3 

0.3 

Under 15 

100.0 

27.0 

44,9 

19.5 

5.8 

2.4 

.4 

15 to 24 

100.0 

9.9 

65.3 

21.0 

2,3 

1.3 

.2 

25 to 44 

100.0 

7.6 

56.5 

29.0 

5.1 

1.7 

.2 

45 to 64 

100.0 

7.4 1 

30.6 

43,4 

13.2 

5.2 

.3 

65 and over. 

100.0 

4.1 

22.6 

44.1 

19.4 

8.7 

1.1 


Percent of hospital days 

All ages 

100.0 

1.3 

19,3 

32,4 

I 

20.1 

26.9 


Under 15 

100.0 

4.5 

23.6 

28,1 

20.5 

23.3 


15 to 24 

100.0 

1.9 

42.9 

30.9 

9.4 

15.0 


25 to 44 

100.0 

1.1 

28.4 

35.2 

14.8 , 

20.5 


45 to 64 

100.0 

.6 

9.0 

34.7 

23.8 1 

31.8 


65 and over 

100,0 

.3 

5.3 

28.3 

28.2 j 

37.9 



^ Hospitals in which most patients stay for less than 30 days. 

Source: U.S. Departjnent of Health, Education, and Welfare, Public Health Service, National Health Survey, Hospital 
Discharges and Length of Stays Short-Stay Hospitals, United States, 1958-*1960. Health Statistics Series B — No, 32, Wash- 
ington, D.C., U.S, Government Printing Office, April 1 962, pp, 16-1 7, 


Tabfo 6. NURSING HOMES AND RELATED FACILITIES: Notional Estimates by Type of Care Provided, 

United Stales and Possessions, 1961 


Primary type of care ^ 

Number 

Percent distribution 

Average 
(median) 
size of 
facility 

Fociilties 

Beds 

Facilities 

Beds 

Total 

Skllied 

nursing 

Total 

Skilled 

nursing 

All facilities, total . . . . 

23,000 

592,800 

362,200 

100.0 

100.0 

100.0 

20 

Skilled nursing care^ total . . . . 

9,700 

338,700 

337,300 

42.2 


93.1 

25 

Personal care, total 

11,100 

207,100 

21,500 ^ 

48.3 


5.9 

14 

With skilled nursing 

1,400 

83,100 

21,500 ' 

6.1 

14.0 

5.9 

29 

Without skilled nursing 

9,700 

1 24,000 

0 

42.2 

20.9 

— 

12 

Residential care, total 

2,200 

47,000 

3,400 

9.6 

7.9 

.9 

16 

With skilled nursing. , . . . 

200 

12,400 

3,400 

.9 

2.1 

.9 

40 

Without skilled nursing. . 

2,000 

34,600 

0 

8.7 

5.8 

— 

14 


^ Represents the type of care provided to a majority of the residents. 

Source: U.S. Department of Health, Educatton, and Welfare, Public Health Service, Division of Hospital and Medical 
Facilities, 1961 Inventory of Nursing Homes and Related Facilities. (In process,) 
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Table 9. PERSONS RECEIVING PERSONAL CARE’- AT HOME; DistribuHon of Persons by Ager 
According to Lengih of Time Receiving Such Core, United States, July 1958-June 1959 


Length of time under care 

Ail ages 

Under 45 

Age 

45 to 64 

65 and over 


Humber of persons (OOO’s) 

All persons 

1,128 

245 

225 

658 

Under 1 year 

306 

57 

75 

174 

1 to 4 

I 429 

63 

76 

290 

5 years or more 

344 

124 

68 

152 

Unknown 

49 

1 

6 

42 


Percent distribution 

All persons 

100.0 

100.0 

100.0 

100.0 

Under 1 year 

27.1 ' 

23.3 

33.3 

26.4 

1 ( o 4 

38.0 

25.7 

33.8 

44.1 

5 years or more 

30.5 

50.6 

30.2 

23.1 

Unknown 

4.4 

.4 

2.7 

6.4 


^ In this survey/ personal care at home was defined as '^family help or nursing care provided part time or full time In the 
person’s own home cither by members of the household, other relatives, friends^ persons hired for the service, or by charitable 
or public agencies. Usual care required by Infants Is not included as nursing care.*’ 

Source: U.S, Department of Health, Education, and Welfare^ Public Health Service, National Health Survey. Persorks 
Receiving Care at Home, United States, July 1958-June 1959. Health Statistics Series B-28, Washington, D.C., U.S. 
Government Printing Office, October 1961, p. 4. 
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Health Personrieli United Mates, jy6U-62 


Type of health personnel 

Year 

Number 

Per 100,000 
population 

PlivsiciQn?. ond * * 

1962 

» 273,770 

145 


Dncfnr^ or medicine iN/i-D.) 


259,105 

14,665 

137 

iJnrtnr<? or n^feoDotnv iD-O.l. 


8 



Dentists. 

1961 

M 03,995 

115.000 

504.000 

225.000 

400.000 

56 

Denta hvaletiists technicians, and assistants 

1960 

64 

Rcicjl&fered Drof^^^lonal nurses i R.N.J 

1960 

279 

Pmctlrol nurses 

1960 

125 

Nurses* nidss, attendants, and orderlies * . , 

1960 

221 


Social workers, mfidicol ond psychiatric 

1960 

11,701 

6 



^^cdlccl 


4,494 

7,207 

2 

Psvrhintric 


4 





1 Includes qcllve and retired persons In the United States and outlyins areas, All other figures are for active persons In 
the United Slates, 


Sources*, American Dental Association, Bureau of Economic Research and Statistics. Distribution of Dentists in the 
United States by State, Region, District and County. Chicago, The Association, 1962, p. 4. 

Peterson, Paul Q. and Pennell, Maryland Y, Health Manpower Source Booh 14, Medical Specialists, Public 
Health Service Publication No, 263, section 14, Washington, D,C., U.S. Government Printing Offic^ 1962, p. 231. 

Stewart, William H,; Pennell, Maryland Y,; and Smith, Ilucrlle M. Health Manpower Source Book 1 2, Medical and 
Psychiatric Social Workers, Public Health Service Publication No. 263, section 12. Washington, D.C., U.S. Government 
Printing Office, 1961, p. 1. 

U.S, Department of Health. Education, and Welfare, Public Health Service, Division of Public Health Methods. 
Chart Book on Health Status and Health Manpower. Washington, D.C,, September 1961, p. 28, 
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Appendix B 

Case Studies in Community Action 


Prepared by 

Health Services for 
Long-Term Illness Program 
Division of Chronic Diseases 
Public Health Service 


Case Studies 


St. Louis Nursing Home Project 


The St. Louis nursing home project was started in 1960 under the auspices 
of the Health and Welfare Council of Metropolitan St. Louis, as a coopera- 
tive project with the Long-Term Illness Program of the U.S. Public Plealth 
Service. The St, Louis city and county health departments and the Missouri 
State Department of Health are cooperating with the Health and Welfare 
Council in carrying out the study. 

The short-range goal is to establish criteria for services that should bo 
provided in different types of nursmg homes. These ci'iteria will reflect the 
best judgments of professional persons working in the fields related to nursing 
homes and homes for the aged: medicine, dentistry, nursing, social services, 
rehabilitation, recreation, dietetics, hospital care and nursing home adminis- 
tration. Approximately 100 professiojial persons working together have served 
on the committees to develop the criteria. 

Each participating nursing homo is being studied to determine to what 
extent the specified services are available for or provided to their residents. 
A listing will be developed classifying the homes as to the services available 
through them. Selected chai’acteri sties will be gathered for each resident to 
describe the types of persons residing in the homos. This information could 
provide the basis for determining if significant differences exist between per- 
sons residing in sheltered care institutions and those in the general community, 
and would be essential in developing a consultation service for care of older 
persons. 

The information collected will help in planning adequate care for the aged 
in the conunmiity by providing means for determining such factors as; 

1. The number of beds available classed by the kinds of service provided. 

2. The number and kinds of additional bods needed. 

3. The now services that sliorild bo developed. 

4. The kinds of services that could be established through cooperative 
relationships between homes, and between homos and other facilities. 

6. The possibilities for more closely relating potential residents’ require- 
ments to services available in homes. 

The long-range goal of the study is to establish a counseling and referral 
service for those requesting placement in nursing homos or homes for the 
aged in Metropolitan St. Louis. 

^ The project is to bo carried out in three phases. The first phase involves 
listing the services available in each of the participating nursing homes. This 
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listing will be made available to each practicing physician in the St. Louis city 
and county health departments. Interpretation will be given to the physicians 
regarding the use of the list and its limitations. An attempt will be made to 
secure, from at least a sample of the physicians, their oxpcrioiico in using 
such a listing. The second phase will bo geared to the identification of patients’ 
characteristics. The third phase will bo the ci’cation of an information and 
counseling seiwice to assist the patient, his family, and professional personnel 
to identify the nursing home wliich would best meet the individual’s need for 
services. 


Rehabilitation Evaluation Clinics 


The Michigan State Department of Public Health has been cooperating 
with a number of local health departments dindug the past several years to 
provide rehabilitation evaluation clinics. These clinics have a twofold pur- 
pose: (1) to provide slcilled professional services not now available in the com- 
munities to help local physicians plan restorative services for their chronically 
ill patients, and (2) to help communities find ways of helping patients obtain 
the type of care advised at the time of the clinic evaluation. 

A clinic is scheduled only after the county health department and the 
county medical society have had an opportunity to make appropriate arrange- 
ments, and the local physicians have selected the patients who might l)est 
profit from evaluation by a team of professional people laiowledgeable in 
rehabilitation. 

The team stalling the clinic is composed of local practicing physicians, 
county health department personnel, and the following from the State Health 
Department ; a physiatrist, a physical therapist, a medical social worker, and 
a nurse trained in rehabilitation nursing. Also invited to participate are rep- 
resentatives of community agencies that have previously served the patient. 

After the clinic is hold, the medical social worker remains in the com- 
munity or returns to it lor several days to work with the patients, their fami- 
lies, the patients’ physicians, and community agencies to implement the treat- 
ment plan. 

Many patients have been assisted in obtaining needed care utilizing, in 
many instances, the services of local and State agencies. A byproduct of the 
project has been the recruitment of a number of professional poi'sons who 
already live in the areas served by theclinics, 


Hospital-Nursing Home Affiliation Agreements 


Studies by the Public Health Service in 19B8 and 19S9 revealed the need 
for closer relationships between hospitals and nursing homes. Investigations 


and intemews with hospital and nursing home administrators indicated the 
following facts : 

1. Hospitals and nursing homes can affiliate effectively. 

2. Any affiliation of the two facilities must assure each of its autonomy 
and self-respect. 

3. Nureing homes can offer assistance to the hospital in such areas as 
recreation, management of the long-tem patient and his family, and special 
nursing techniques especially applicable to the care and management of the 
chronically ill patient. 

4. Hospitals can provide direct service in such areas as physical therapy, 
laboratory, and X-ray. 

6. Hospitals can furaish technical advice in such areas as nursing tech- 
niques, physical therapy, nutrition, pharmacy, plant maintenance, and medical 
records. 

6. The refeiTal of patients between facilities should be an integral part of 
affiliation agi’eements. 

7. The active cooperation and participation of the private physicians in 
the community is essential to any afliliation. 

8. Joint training efforts of medical and paramedical personnel should be 
undertaken as part of the affiliation. 

Based on these findings, the Long-Term Illness Program of the Public 
Health Seiwice provided financial support for 11 one-year demonstration proj- 
ects of affiliations between hospitals and nureing homes in the following 
locations; Anniston, Ala. (2 projects); Abeline, Kans. ; Muskegon, Midi.; 
Hastings, Nebr.; Plemington, H.J.; Ridgewood, N.J.; Las Cruces, H. Mex.; 
Tulsa, Okla. ; and Harrison, Va. (2 projects) . The fu’st contract in this series 
was signed in August 1960, with the affiliating institutions in Anniston. The 
final contract in the series was signed in July 1961. 

These affiliations have resulted in mutual benefits to the hospitals and 
nursing homes. The most important advantage to the hospitals in most of 
the project areas is the freeing of beds by the transfer of long-term patients 
who, while needing services, do not require the full range of services available 
in the hospital. Currently referrals average about 10 to 16 per month per 
project. 

Many of tlie hospitals an-ange for their student nurses (professional and 
practical) to get first hand experience in the management of geriatric patients 
through brief service in the nursing home. Litei-ns and general practice resi- 
dents in one project serve as supervising physicians to the nursing homes 
involved. In another project, nursing home personnel help to teach the 
hospital personnel how to manage bedsores by using the new “sheepskin 
method.” 



Nursing iiomes have increased requests for consultative services. This 
lias been particularly marked in nutritional consultations. In one project, the 
nutritionist spends an average of four hours a week in the nursing home. 
During this period slie helps plan menus, assists with food purchasing, and 
gives classes on recipe standardization, tray arrangement, feeding, and other 
dietary matters. 

In another project, the hospital building superintendent spends one day 
a month with the nursing home administrator to discuss repairs, alterations, 
and housekeeping problems. The administrator also participates in the 
monthly training session for employees of the hospital maintenance staff. 

In a number of projects, the hospital physical therapist not only provides 
direct service to patients, but also teaches the staff of the home to cany out 
many simple restorative techniques. 

An indication of the effectiveness of hospital-nursing home relationships 
is that to date three contracts have expired, and all three locations are continu- 
ing with the affiliations without additional Federal support. In two locations 
the affiliations are expanding to include additional facilities in outlying areas. 


Creation of a Chronic Disease Facility 
as Part of an Acute General Hospital 


The Jewish Hospital of Saint Louis 

In the early postwar years, many health agencies looked for ways to renew 
their services to the community in terms of program, personnel, and physical 
facilities. This was true of the health agencies under Jewish auspices in the 
St. Louis area. In competition for community I'esources to expand their indi- 
vidual pi’ograms were : the Jewish Hospital of Saint Louis, a 298-bcd institu- 
tion for tlie acutely ill 5 the Miriam Eosa Bry Convalescent-Rehabilitation Hos- 
pital, a Sl-bed facility; the Jewish Sanitorium, an 81-bcd chronic disease 
hospital ; the Jewish Orthodox Old Folks’ Home, a 130-bed home primai'ly for 
the well aged ; and a medical social sei'vice bureau. 

Studies performed imder the auspices of the Jewish Federation of St. 
Louis during tlie late 1940’s resulted in a coordinated coimnunity health plan 
that emphasized the need to care for the chronically ill patient. This plan 
called for corporate merger of the hospital, the chronic disease and rehabilita- 
tion facilities, and the medical social service agency. It further called on the 
home for the aged to expand its services to include infirmary care of its aged 
residents who became ill and to include a preventive health program; this 
extension of services would be supervised by the hospital. 

Implementation of this integrated health plan began in 1961 ; the necessary 
organizational and physical structure changes needed to carry out the plan 
continued through 1966. A building program increased the size of the general 
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hospital from its original 298 beds to over 500 beds to accommodate the needs 
of the old rehabilitation and chronic disease hospitals as well as to provide 
additional facilities for acutely ill patients and new inpatient adult and child 
psychiatry units. At the same time, an infirmaiy was constructed at the home 
for the aged to provide care for ji^atieiits who became ill at that insUiution. The 
hospital provided a medical director for that facility and worked closely with 
the old folks’ home in providing assistance in medical, nursing, institutional, 
and other problems, an arrangement that has continued to the present. 

Another patient care element paralleled these developments. An orga- 
nized home care progi*am was instituted in 1952 caring for 25 patients initially 
and gradually expanding to 60 patients. This extension of hospital services 
carried intramural programs into the homes of patients needing this level 
of care.^ 

Asa result of this community plan, all medical and hospital services have 
been centralized under one administration geared to providing a wide spec- 
trum of services. The hospital’s chronic disease program, which benefited 
greatly from these developments, has shown progressively better results over 
the years since physical merger took place. 

Because of superior resources of personnel, equipment, and physical plant, 
the services rendered to chronic disease patients^ tend to be more comprehen- 
sire and of Ingher quality when incorporated in the organic envelope of the 
general hospital than when provided by an independent chronic disease in- 
stitution. There have been significant increases in the numbers and types of 
laboratory tests. X-ray examinations, and electrocardiogTaphio procedures. 
An increased number of patients have been discharged to their own homes 
and, hence, have not become a permanent drain on community health resources. 
The death rate has dropped from over 80 percent in the former separate 
chronic hospital to a current figure of 3 L percent in the chronic division of 
the general hosi3ital. The nvorngo length of slay has decreased from more 
than 600 days to 140 days. TJio autopsy rate has risen from zero to 30 percent, 
While the costs of providing these services are not as high ns in the acute 
short-term portion of the hospital, they are substantially higher than costs 
in nursing homes or institutions offering only domiciliary services. 

This merger of many facilities and skills has reinforced the traditional 
goal of the hospital in caring for the acute short-term patient and has added 
effective new programs for the care of the long-term patient. 


* Littauei'i David, M.D. ; ITlance, I. Jerome, M.D. ; and Wesson, Albert F., Ph. D., Home 
Caret Clileago; American Hospital Association, lOCl. (Item 35 In appendix O, Selected 
Bibliography. ) 

^Llttnuor, David, M.D. ; Steinberg, Franz U., M.D. ; and Gee, David A., A Chronio Dis- 
ease Unit in Or General Iloainial: Analysis of Five Years Opei^aiinff iSwpetienoet St Louis; 
Medical Caro Research, 1962. (Submitted for publication.) 
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Central Information, Referral, and Counseling Services 


Central S ervice for the Chronically III of the Institute of Medicine of Chicago 

The forerunner of the present-day central information, referral, and coun- 
seling programs in operation throughout the Nation is the Central Service for 
the Chronically 111 of the Institute of Medicine in Chicago, instituted in Janu- 
ary 1944: under the financial sponsorship of the Community Fund. 

For tlie first 10 years of the program, along with the operation of an in- 
formation and counseling service, major emphasis was placed on the collection 
of commuiiitywide data on the needs of the chronically ill, the formulation of 
standards, and the development and promotion of a plan to meet community 
needs. By 1964, the major community problems of chronic illness had been 
identified and clarified. Information had been collected on the types and ex- 
tent of additional services and facilities needed; the advantages and disadvan- 
tages of various methods of organizing these soivices; and on costs, and pos- 
sibilities for financing. Upon completion of these tasks, the initial objectives 
of the program were achieved. This brought to a close the temporary purposes 
for which the center had been established. 

The need was apparent, however, for contmuation of referral and counsel- 
ing services to individual patients and for guidance and consultation to facili- 
ties caring for these patients, particulai'ly private nursing homes. With 
financial help from the Chicago Medical Society, Community Fund, CJiicago 
Community Trust, Illinois Division of the American Cancer Society, the Chi- 
cago Heart Association, and some private foundations, the center was estab- 
lished on a permanent basis in the Institute of Medicine. 

Tlie major problems of Chicago’s chronically ill, as evidenced by requests 
to the central service and bj' its extensive fact finding work in the community, 
wore found to bo a need for the following: (1) substantial improvements in 
financial services; (2) imijrovoment in the quality of long-term care facilities; 
(3) a broader range of services including rehabilitation services within the 
various long-term institutions; (4) additional and improved services to lielp 
patients and their families at homo; and (6) closer coordination of the activities 
of the many different organizations involved in planning and developing com- 
munity services in tlie field of chronic illness. 

The Chicago program, along with pioneering programs in San Francisco, 
Milwaukee, Cleveland, and Essex County, N.J., provided valuable guidelines to 
current efforts to develop central information, referral, and coiuiseling services. 
New programs vary greatly in format and ai'e being conducted under the 
auspices of various types of agencies. Descriptions of three programs created 
within the past few years follow. 
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Coumeling and Consultation Sei'vices for the Aged in a Small Community 


j An information, counseling, and consultation center was established in 

I the fall of 1961 under the auspices of the Mansfield (Ohio) Memorial Homes, 

I Inc,, as a project of the Division of Chronic Diseases of the Public Health 

1 Service, The project is designed to develop better utilization of existing com- 

I raunity facilities and the various health, social, and recreational agencies, Co- 

’ operating agencies include: the city, county, and State health departments; 

, the Medical Advisoiy Committee of the Geriatric Center of Mansfield Memo- 

* rial Homes, Inc.; and the Liaison Medical Committee to Mansfield General 

Hospital, through both its medical staff and administration. 

Mansfield Memorial Homes, Inc., is a private foundation which serves a 
city- county area having a population of approximately 100,000, divided about 
equally between the city and the remainder of the county. 

To date, the foundation has established a small home for the aged, a day 
center providing a variety of services, a drop-in center for the downtown 
. area, a Meals-on-Wheols program, and profcs.sional consultation services on 

' leisure-time needs of niu'sing home patients. 

i A geriatric center, expected to be available early in 1968, will be operated 

' under the auspices of Mansfield Memorial Homes, Ine. This center will pro- 

vide modern nursing home bods with a full range of professional services for 
both inpatients and outpatients, A counseling project will be located at this 
center to facilitate evaluation of pei*sons needing either inpatient or outpatient 
services. It is anticipated that local hospitals, the health department, and 
practicing physicians will make referrals to the gei'iatric center. 

At the outset of this program, the services available for the chronically 
ill and aged in the community were identified, visited, and evaluated from the 
standpoint of scope of seiwices provided for the elderly. 

The project is staffed by a medical social worker, who is supervised by the 
director of tlie Mansfield Memorial Homes. The social worker is responsible 
for the following activities: 

1, Consulting physicians who treat older people in Greater Mansfield. 

2, Developing i>ecords on each request for service and the kinds of service 
given. 


3. Consulting existing public and private agencies to identify all service 
gaps. 


4. Consulting and assisting patients, families, and agencies, including the 
development of medical and social plans patterned to individual needs. 

5. Evaluating the effect of coordinated use of resources on patient and 
family, both before the completion of the new gei'iatric center and after its 
added services are available, 

6. Developing appropriate training institutes for physicians and imra- 
medical and social welfare professions. 
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7. Determining how the professions will use existing and newly developed 
services, and implementing the findings. 

This project is in a community where an active leadership group is inter- 
ested in developing the range of services and facilities needed by older individ- 
uals. Some housing for older individuals may be needed to round out the 
present scope of services. 


Information Services for the Chronically 111 and Aged 


A 3-year pilot project to develop an information, referral, coimsoling and 
consultation service for the chronically ill and aged was established in J nnuaiy 
1969 in Providence, B.I., under the direction of the Rhode Island Council of 
Community Services. The project was financed by a Public Health Service 
grant, with additional support from the Rhode Island Department of Health, 

Project objectives were: 

1. To achieve better utilization of existing services. 

2. To identify gaps in community facilities and services. 

8. To determine the need for designing new patterns of service for the 
chronically ill and aged. 

The staft' consisted of a full-time professional consultant experienced in 
medical social work and a full-time seoretaiy-receptionist. The staff consultant 
worked under the administrative direction of the Executive Director of the 
Rhode Island Council of Community Services, Inc., with professional con- 
sultation as needed from the staff of the Rhode Island Department of Health, 
and technical consultation from the staff of the Division of Chronic Diseases, 
Public Health Service. An advisory committee was also created. 

The project served a sizeable number of chronically ill and aged individ- 
uals and provided infomation and advice regarding resources to many in- 
dividuals and agencies. Consultation was given to help agencies better meet 
the health-related needs of individuals. 

The final report on the project had this observation : 

In retrospect, the Information Service has reached chronically ill and 

aging persons in all parts of the State of Rhode Island, but predominantly 

those m the central metropolitan aim. In the first year, direct service to 

S ersons in need was highl^hted.^ The consultation aspect was broadened 
uring the second year. Tlie third year crystallized the implications for 
progi’am planning. Gaps in service have oeen docnmontecl; work with 
agencies broadened. It was durmg the third year that the Council Board 
set up the Chronic Illness Committee which is interested in furthering the 
community’s efforts at program deyelopm^t to meet the problem of 
chronic illness^the Homemmier Service Project, the Public Health Nurs- 
ing Study, which became the basis for the Southern Health District Proj- 
ect (public health nursing for tlie chronically ill), the Dexter Manor 
Project (health maintenance for the aging in a public housing development 
for the aging) . Because these projects have broad implications for service 
to chronically ill persons and were given impetus by the Council, it is clear 


tliat Information Service can provide the connective tissue between the 
various projects and the network of community services by vuiuo ot its 
wealth of information. It serves as a sensitive barometer for dociiinciiting 
need for seiwices for the chronically ill and aging. 

At the completion of its three^year existence as a demonstration project, 
the Information Service was established as a permanent coinminiity informa- 
tion service linanced by the State health department and several voluntary 
health agencies. 


Chronic Illness Center 


The Chronic Illness Center of Cuyahoga County, Ohio, was established 
in January 1962 by the County Commissioners under the County Hospital 
Board as a result of cooperative study and endeavor by the County Coordinator 
of Chronic Illness, the Academy of Medicine (County Medical Society), the 
Committee on Chronically 111, Health Council, Welfare Federation, and the 
six health oflicers within the county. 

Its functions are: 

® To establish an information, receiving, referral, and replacement center, 
located in a central community facility, to be the focal point fm* accepting 
any chronically ill person, referred by^ self, physician, hospital, social 
agency, etc., for the purpose of providing information, consultation, 
screening and referral to, or placement in, a facility, public or voluntaiy, 
whether for more intensive medical evaluation or for care and treatment, 

® To compile statistical and other records, and provide a laboratory for 
social research. 

• To develop a cooperative relationship with community facilities, public 
and voluntary, and including acute and chronic hospitals, nursing homos, 
home care programs, etc., so that placement can be assured and coordina- 
tion facilitated. 

The information and referral part of the program is underway. A citi- 
zens’ Steering Committee and a professional Medical Advisory Committee have 
been formed and are working on the development of other functions. An 
inpatient-outpatient diagnostic unit is planned for Metropolitan General Hos- 
pital with a direct tiedii to the Center. Cooperative arrangements with other 
facilities are being developed. 

Under consideration by the Center staff are the following: 

® Plans for more rapid placement of patients and for more efficient transfer 
from institution to mstitution as individuals’ needs change. 

^ Increased community planning for the services that enable patients to 
stay in their own homes, i.e., extension of organized home care, Moals-on- 
Wlieels and homemaker programs. 

• Increased social counseling oriented to the chronically ill. 

• Work with other community groups on: 1) improved training in long- 
term care for health personnel ; 2) nroader public education in preven- 
tion and rehabilitation; 3) development of better nursing homes and 
adequate public financing of nursing home care for the indigent. 
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Appendix D 


Glossary of Terms 


following list ol terms is provided to 
larify tlieir meaning witliin the context of this 
sport. The language is descriptive rather than 
iga^llstic and is not intended to substitute for 
xisting statutory or regulatory definitions. 
lOine of tlie terms, as presently used, describe 
inds of institutions or programs that are 


undergoing rapid change, both in purpose and 
function; therefore, some definitions may have 
only transitory validity. 

Although the term ^‘institution” is often 
used interchangeably with the term “facility,” 
institution as used in this glossary refers not 
only to the physical plant but also to the serv- 
ices provided in it. 


Planning and Related Concepts 


U'eaioiele Planning 

-A-reawide planning is the continuing proc- 
ss tlirough which hospitals and related health 
acilitics and services coordinate their planning 
dthin a designated geographical area. This 
rocess is facilitated through the areawide 
ealtli facility planning agency, which has 
3spoiisibility for: (1) preparation of profiles 
f area resources and needs; (2) cooperative 
ctivities ’vvith public and private financing and 
lanniiig agencies; (3) consultation in each 
base of liealth facility planning; and (4) eval- 
ation of plamiing proposals in the light of 
stablisliecl criteria. 


Coordination of Services 

Coordination of SGndce.s is a continuing 
process through which health services and pro- 
grams achieve a harmonious functional rela- 
tionship, with the objective of making all 
resources readily available to patients without 
uimecessary duplication of services. 

Continuity of Care 

Continuity of care is the result of a planned 
treatment program designed to ijrovido tlio 
individual with the total range of needed serv- 
ices under continuing responsible direction. 


The Patient 


onft'Tenn Patient 

A long-term patient is an individual who, 
acaiise of physical or mental illness, deteriora- 
on ox‘ disability, requires medical, nursing, 
L* suppoi'hive health care for a prolonged period 


of time. Also included in this category is the 
individual who, because of severity of acute 
illness or injury, or resulting complications, 
requires an extended period of convalescence 
or treatment. 
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Institutions 


Hospital 

A hospital is an institution that has an 
organized medical staff and provides facilities 
and services pidmarily for inpatient care of in- 
dividuals who require definitive diagnosis and 
treatment for illness, injury, or other disability, 
and that also regularly makes available at least 
clinical laboratory services, diagnostic X-ray 
services, and facilities for definitive clinicsd 
treatment. 

Chronic Disease Hospital 

A chronic disease hospital is an institution 
that has an organized medical staff and provides 
facilities and seiwices primarily for long-term 
inpatient care of individuals who require diag- 
nosis and/or treatment for illness, injury, or 
other disability, and that also regularly makes 
available at least clinical laboratory services, 
diagnostic X-ray services, and facilities for 
clinical treatment. 

Nursing Home 

A nursing homo is an institution providing 
facilities and services primarily for inpatient 
care of individuals who require skilled nursing 
care and related medical services, but who do 
not require hospital care, with these services 
being prescribed by and performed under the 
general direction of persons legally authorized 
to practice medicine or perform surgery. 

Shelter Home for the Aged 

A shelter homo for the aged is an institu- 
tion providing congregate living arrangements 


for aged individuals who require primarily cus- 
todial and personal services, but who do not 
require skilled nursing care and related medical 
services. 


Geriatric Home for the Aged 

A geriatric home for the aged is an institu- 
tion providing facilities and services for co- 
ordinated social, medical, and r-ehabilitative care 
for aged individuals who may require not only 
custodial and personal seiwices, but who also 
may require skiUecl nursing care and related 
medical services or diagnosis and intensive 
treatment. 

Rehabilitation Center 

A rehabilitation center is an institution pro- 
viding facilities and services — medical, phyolio- 
logical, social and vocational — ^for physically or 
mentally disabled individuals who require a 
coordinated treatment program designed to de- 
velop or restore maximum functional capacity. 


Night Hospital 

A night hospital is an institution having an 
organized medical staff and providing facilities 
and seiwices for individuals whose needs can 
be met by specialized inpatient care at night. 
This type of care represents an intermediate 
stage between continuous injiationt care and 
relatively independent community living. 


Programs and Services 


Dag Care Program 

A day care program is one having an or- 
ganized professional staff that provides 
diagnostic and/or treatment services for in- 
dividuals whoso needs can be met by a limited 


number of hours of specialized care during the 
day, but who do not I’equiro inpatient care. 
This type of care represents an intermediate 
state between inpatient care and relatively in- 
dependent commimity living. 


80 


Rehabilitative Services 

EoUnbiliUiiivo sorvi(!C3 comprise those ac- 
tivities and procedures designed to assist a 
physically or mentally disabled individual to 
achieve or maintain the highest attainable level 
of function through an evaluation and treat- 
ment program which provides — under physi- 
cian direction — one or a combination of medical, 
paramedical, psychological, social, and voca- 
tional services, detorminod by the needs of the 
patient. 

Sldlled Nursing Services 

Skilled nursing services arc available when 
provided by or imtler direct supervision of I’og- 
istered professional nurses and involve plan- 
ning and executing nursing care in accordance 
with the orders and instructions of the attend- 
ing physician. 

Personal Care 

Personal cai’e includes general supervision 
of and direct assistance to individuals in their 
daily activities, such ns getting in and out of 
bod, bathing, dressing, eating, and walking. It 


also includes supervision of medications that 
can be self-administered. 

Shelter Care 

Shelter care is the provision, to individuals 
who are essentially able to manage the normal 
activities of daily living, of such services as 
room, board, laundry and general supervision 
with only occasional assistance. These services 
are found primarily in homes for the aged, 
foster homes, boarding homes, and other facili- 
ties for congregate care. 

Home Care 

Home care is the provision of health and/or 
supportive services in the home to mdividuals 
Avho are ill or disabled, but who do not require 
institutional care. 

Coordinated Home Care Program 

A coordinated home care program is one 
that is centrally administered and that, through 
coordinated planning, evaluation, and follow- 
up procedures, provides for physician-directed 
medical, nursing, social and related services to 
selected patients at home. 
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